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ABSTRACT 

The monograph presents essential components of a 
decision making sequence used to incorporate formalized family 
assessment ana service planning procedures into two existing early 
intervention programs in Massachusetts. The 1-year effort used ^ 
consultant to: (1) redefine screening and assessm^^nt processes to 
include both child and family centered dimensions; (2) identify and 
critically evaluate formalized instruments used to assess family 
needs and strengths; (3) develop alternative individual family 
service plan (IFSP) formats; and (4) develop revised intake, 
screening, diagnostic, and service planning processes which reflect 
statutory requirements, contemporary research findings, and best 
clinical judgement. The monograph contains six sections and 
appendixes. After an introduction and overview, Part II looks at the 
context for family assessment and intervention including Public Law 
99-457 and research findings. Methods of reviewing and analyzing 
family assessment instruments are presented in Part III with sections 
on classes of available measures and criteria for test selection. 
Discussed in Part IV are implications of family assessment for 
program organization and design. Part V considers development of an 
IFSF format, and Part VI briefly notes training/technical assistance 
implications. Seven appendices provide information on measures of 
social support and family behavior, significant life stressor scales, 
and quality of caregiving environment scales. Contains a list of over 
100 references. (DB) 
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I. INTRODUCTION AND OVSSVTEW 

Concern and interest for young children and their families have reached 
unparalleled levels of prominence within the past two years. This amplified 
attention to the early childhood period originates from multiple sources. 
Uc-^^ii-ch advances in the field of infant behavior have resulted in improved 
understanding of the learning capacities of newborns* the role of perinatal 
risk in compromising growth and development, and the enormous impact of life 
experiences on the psychologic development of the infant. Until recently, 
many parents were led to believe t,iat their infarts could not taste fluids, 
were incapable of sensing ode. and experienced marginal feeling of pain. 
Studies have indicated that, in fact, neonates are excellent discriminators 
of taste, and can detect their own mother's fragrance by four days of age 
(Lipsitt, 1986). 

Dramatic changes are also evident in the prevalence of families within 
which a parent assumes i:hild care responsibilities on a full time basis. More 
precisely, while approxi.nately 3A% of all mothers of children less than three 
years of age were engaged in positions outside of the home in 1975, the corre- 
sponding figure for 1986 is 51%. Similar increases are noted for mothers of 
children three to five years of age as well, and projections indicate that 
approximately 70-80% of mothers of preschool children will become members of 
the work force in the next decade (U.S. Department of Labor, 1987). These 
trends have prompted several lines of interesting and controversial research 
inquiry (Belsky, 1985; Belsky and Steinberg, 1979) which though inconclusive, 
have added impetus to the overall concern. 

Mass publications have also contributed to the visibility of the issue 
by featuring cover stores on the amazing capacities of infants. A recent 
issue of Time magazine asked of newborns: '*What do they know?", "When do they 
know it?" Child care and family issues have become so substantive that they 



also currently assume a dominant role in political platforms and agenda, and 
articulating a "vision" which regards and strengthens coinmitments to children 
and families is no longer considered unique but rather essential. 

Central to the escalation in interest in young children has been a 
significant acknowledgement of special needs infants, toddlers, and their 
families. This attention has both empirical as well as legislative underpin- 
nings. Numerous studies published within the last decade have identified both 
short term as well as persevering benefits of early intervention services 
(Berrueter-Clement. 1984; Garland, 1981 j McNulty, 1983; Schweinhart. 1980). 
While there remain several instrumentation, methodological, and sampling com- 
plexities, nevertheless, the prevailing mentality is that early intervention 
programs constitute a powerful habilitative and preventative force. 

So persuasive has the body of literature become that the re-authorization 
of the Education of the Handicapped Act in 1986 (P.L. 99-A57; Part H. ) included 
provisions for states to Irunch major program development initiatives, under- 
written by the Federal Government, such that by 1991, a comprehensive, national 
early intervention system would result. Wtiile this legislation granted states 
considerable latitude in conceptualizing and articulating a system, it did 
prescribe fourteen essential components which must be represented in each 
statewide plan, including such issues as a definition of the population to be 
served, continuum of child and family services, intra and interagency case 
management processes, comprehensive system of pe.-sonnel development, and child 
surveillance procedures. 

A stipulation in the legislation which perhaps has prompted greatest 
attention relates to conducting family assessments and developing individu- 
alized family service plans (IFSPs) for each child and family strved by an EI 
program. In brief, the statute requires the creation of policies which provide 
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for an evaluation of family needs to assist in the development of Infants and 
toddlers, and to generate an IFSP which portrays child and family needs and 
strengths, and the manner in which those needs will be net. In acknowledgement 
of the enormous complexity of this process, and also of the need for an infor- 
ir«tion base upon which meaningful policy could be crafted, the Department of 
Public Health, which serves as the lead administrative agency for early inter- 
vention (EI) services in Massachusetts, collaborated with two existing programs 
and a consultant, Thomas T. Kochanek, Ph.D., in order to embark upon a program 
development and field tiial experience which would systematically and thought- 
fully address the following representative family assessment and service 
planning questions. 

1. What farailv traits and/or clrciimstances are most indicative of current 
need for service and furthermore, are powerful predictors of spacial 
needs in children subsequent to school entry? 

2. What standardized measures exist to assess these traits and/ or 

circumstances? 

3. Given the adoption of these measures in select EI programs, how many 
children and families would be deemed eligible for service? 

A. Given the children and families identified, what services are most 

appropriate and responsive to their needs? Do these needs necessitate 
an expansion of the existing EI continuum of services? 

5. Given the identified needs and service required, what alternative 
means exist for documenting, monitoring, and evaluating services 
within the context of tha IFSP? 
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Since January, 1987, the entire staff of two EI programs have had ongoing 
meetings with the consultant in order to; (i) re-define screening and assess- 
ment processes which include both child and family centered dimensions; 
(2) identify and critically evaluate formalized instnanents used to assess 
faiaily needs and strengths; (3) develop alternative IFSP formats which are 
congruous with definitions and select instruments; and (A) develop revised 
intake, screening, diagnostic, and service planning processes which reflect 
statutory requirements, contemporary research findings, and best clinical 
judgement. Each program has, in fact, generated a data collection and IFSP 
process which was initiated in February, 1988. 

The primary purpose of this monograph is to convey the essential 
components of a decision making sequence used to incorporate formalized 
family assessment and service planning procedures into existing EI programs. 
It Is critical to note that the intent of this document is not to impose or 
recommend adoption of a specific approach, but rather to convey those 
sequential activities and decisions which are critical to the development of 
responsible practice.*?. As such, the organization and content of this document 
reflects both information and a series of questions which should assist in 
guiding programs through this decision making framework. 

It is also important to note that incorporating family assessment and 
service planning activities into EI programs is not an isolated activity, but 
rather a process which prompts complex questions regarding the intent and 
design of early intervention services. For example, evaluating family assess- 
ment measures cannot occur independent of legitimate queries which examine 
existing eligibility criteria and the manner in which services are configured 
on behalf of specific children and their families. As a resirlt, the decision 
making process must move beyond simple instrumentation searches, and permit 
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exploration of attitudinal, philosophical, and professional differences 
regarding the primary mission of early intervention, its target population, 
and its range of appropriate services. 

Finally, the feasibility of including sample protocols of all instruments 
reviewed extends far beyond the capability of this document. As an alter- 
native, representative instruments and complete references are included 
which will hopefully eventuate in efficient and economic implementation of 
recommended practices. 
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II. CONTEXT FOR FAMILY ASSESSMENT AND INTERVENTION 

A. Historical Overview of Services to Families in Early 
Intervention 

In reviewing the roles which families asstimed in early intervention 
programs within the last decade, it becomes apparent that while the importance 
of family involvement was acknowledged, this participation typically focused 
upon the adjunctive role cf parents in the development and education of their 
children (Guralnick and Bennett, 1987). In certain instances, parents assumed 
major instructional responsibilities, with the content and direction of activ- 
ities determin«»d primarily by various professionals. In other cases, parents 
were expected to "generalize" the center based program into the home, and 
reinforce skills which were a core ingredient in the intervention curriculum. 
Parents were also provided with information on community services, usually in 
a group format. These services were provided with minimal variation, and led 
Bristol and Gallagher (1982) to comment that "it is not unusual to visit 
programs for high risk or handicapped infants that have highly individualized 
programs for each infant, hit only a single package for involving parents" 
(p. U9). 

The etiology of this preoccupation with child competence is attributable, 
in large part, to the language and expectations of P.L. 94-1A2 (1975), origi- 
nally crafted for school age children. Inherent within the initial version of 
the Act was an emphasis upon assessment of learning and behavioral deficit, 
with intervention directed only to those diagnosed deficiencies. So powerful 
was this message that special educators devoted countless hours to identifying 
weaknesses, and to designing instructional activities which eliminated or 
altered these deficiencies. These heroic efforts were documented in the 
Individualized education program (lEP). 
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A second contributing factor relates to the paucity of available 
standardised tools useful for evaluating family functioning. Many instru- 
ments do not meet even ninin^lly acceptable psychonffitric standards* and more 
iaiportantly» are designed (theoretically and clinically) to identify the 
©atholoBical basis of dysfunctional family interactions. This information has 
not been useful in developing child centered objectives and furthermore, most 
EI programs do not assume the psychotherapeutic identity which is embodi»d in 
many of these scales. 

Finally, the majority of university based training programs, irrespective 
of academic discipline (e.g., education, physical therapy, speech and language 
pathology), emphasize the acquisition of competencies which pertain only to 
assessing and intervening with children, not their primary caregivers. As 
such, both experientially and attitudinally, clinicians manifest a child 
centered approach to the exclusion of examining family needs, resources, 
capabilities, and support systems. 

B. P.L. 99-A57 (Part H.) Stipulations 

As indicated earlier, the Education of the Handicapped Act amendments 
in 1986 urge states to "develop and implement a comprehensive, coordinated 
inultidisciplinary, interagency program of early intervention services for 
handicapped infants, toddlers, and their families ." States are afforded a two 
year planning period during which time policies are to be developed that ensure 
an "evaluation of the function of each handicapped infant and toddler and the 
needs of families to appropriately assist in the development of the child ." 
Each child and family served will have an IFSP comprised of the following 
information. 

1, A statement of the infant's or toddler's present levels of physical 
development, cognitive development, language and speech development, 
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psycho-social development, and self-help skills, based on acceptable 
objective criteria. 

2. A statement of the family's strengths and needs relating to enhancing 
the development of the family's handicapped infant or toddler. 

3. A statement of the major outcomes expected to be achieved for the 
infant and toddler and the family, and the criteria, procedures, and 
timelines used to determine the degree to which progress toward 
achieving the outcomes are being made and whether modifications or 
revisions of the outcomes or services are necessary. 

A. A statement of specific early intervention services necessary to meet 
the unique needs of the infant or toddler and the family, including 
the frequency, intensity, and the method of delivering services. 

5. The projected c :tes for initiation of services and the anticipated 
duration of such services. 

6. The name of the case manager from the profession most immediately 
relevant to identified needs of the child and family who will be 
responsible for the implementation of the plan and coordination with 
other agencies and persons. 

7. The steps to be taken supporting the transition of the handicapped 
toddler to services provided by school districts. 

C. Research Findings 

1. Predictive Validity Studies 

More than a century ago. one of the first studies was made regarding the 
relationship between early medical events and subsequent appearance of various 
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handicaps (Little, 1861). Ensuing years have witnessed a number of investiga- 
tions which have att .tipted to isolate factors predictive of subsequent learning 
and/or behavioral roinpetency. In predicting intellectual functioning for 
example, studies using single predictor variables such as anoxia (Corah et ai., 
1956), prematurity (Wiener, 1962), and neurological status (Pani»lee and 
Michaelis. 1971) have shown little or no correlation with subsequent sreasures 
of intelligence. 

Other studies that have examined isolated factors as well as the 
interaction of multiple indices report results only marginally more encour- 
aging (Denhoff, Hainsworth and Hainsworth, 1972; Levine et al., 1977). 
Similarly, Sigroan and Parmelee (1979) found that even using a wide range of 
risk variables (e.g., obstetrical complications, newborn neurological exami- 
nation, visual attention, Gesell Developmental Scales), the categorization of 
infants based on the risk score system had limited predictive value with 
respect to later measurement of mental, motor, and language indices. In short, 
longitudinal developmental predictions based upon constitutional factors alone 

are weak and inaccurate. 

What becomes apparent therefore, is that a child's development cannot be 
predicted independent of caretaking experiences. Powerful cross-cultural 
evidence by Susser et al. (1985) underscore the impact of social environment 
on mental performance in that epidemiologic surveys in Sweden have dis. overed 
the prevalence of severe developmental disabilities to be approximately .3%, 
comparable to rates observed in the United States. Conversely, the prevalence 
of mild mental retardation in Sweden is about .4%, ten tia»s lower than rates 
reported in the United States. 

Recent studies which have compared the predictive power of child centered 
measures with ecological factors (Bee et al.. 1982; Mitchell et al., 1985; 
Slegel. 1985) have suggested that: (1) isolated measures of child performance. 
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particularly prior to 24 months of age. are of little utility in predicting 
subsequent behavior; and (2) environmental factors and parent/child interaction 
(Home; Caldwell and Bradley, 1976) have greater power in predicting the occur- 
rence of cognitive, language, and motor deficiencies in school age children, 
outer investigations (KochaneR et al., 1987; Broman et al., 1985; Nichols and 
Chen. 1981) have also identified the critical role of ecological factors, 
specifically maternal education, as a statistical determinant of learning, 
behavioral, and cognitive deficiencies. Fortunately, recent studies have moved 
beyond such static indicators (e.g., level of educational attainment) and have 
begun to articulate the processes and maternal behaviors which relate to 
subsequent child competence (Dunst et al. , 1987; Barnard and Bee, 1985; 
Mitchell et al.. 1985). 

Finally, Sameroff et al. (1987) has offered additional insight into 
multiple risk models by examining the impact of ten factors on verbal IQ scores 
derived at four years of age. Specific risk factors included such conditions 
as maternal anxiety and mental health, stressful life events, family social 
support, occupation and education levels, and .mother /child interactive 
behaviors. Results indicated that as the number of risk factors increased, 
intellectual performance decreased, with the difference between the Icwest and 
highest groups being approximately 30 IQ points. Of greatest interest is that 
no child centere "-•nation was entered into the multiple risk analyses, yet 
the two groups noted above differed by about two standard deviations. 

Significant implications of the above data are as follows. 

1, Early detection and intervention efforts must broaden in definition 
and scope. The degree of risk or the severity of potential develop- 
mental disability for infants cannot be accurately predicted by the 
occurrence of any one traumatic prenatal or neonatal event. Studies 
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that have followed a medical model of distase, attempting to identify 
a linear relationship between catise and outcome « have produced 
disappointing results. In fact, evidence suggests that selecting 
children for programs based upon isolated factors (e.g., SES) provides 
no assurance that those most in need will be served. 

2. Screening models must include sources of data beyond that presented by 
the child alone. Longitudinal studies report complex interactions 
between a child's physical, neurological, and developmental status and 
the environmental context within which a child is reared (Werner 

et al., 1971). Assessing newborn and early developn«ntal status is of 
equivalent importance to caregiver response and adaptation to the 
developing child. 

3. Surveillance programs should be serial in their operation. Because of 
the instability of findings reported in several studies (Levlne et 
al., 1977), screening outcomes should not be simply binary in nature 
(i.e., refer for diagnostic testing; exit from system), but rather 
reflect an ongoing process with the frequency and content of examina- 
tion determined by the type and extensiveness of special need revealed 
through multi-factorial screening data. 

Overall, research findings from predictive validity studies may be 
succinctly summarized as follows. 

1. Screening/assessment models roust include sources of data beyond child 
competence measures and/or traumatic prenatal and neonatal events. 

2. Screening/assessment models must include ecological factors both at 
the macroscopic (e.g. maternal education) and microscopic (e.g., 
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maternal /child interaction; family needs/ resources /support systejns) 
levels. 

3. Screening/assessment models must be serial and multivariate in design, 
and reflect an onRoing process which discriminates between transient 
and permanent problems and takes into account child/environment 
transactions. 

2. Program Efficacy Studies 

Due tr the extreme variability which exists within and amor^ early 
intervention programs, it is extraordinarily difficult to advance unequivocal 
statements concerning the effectiveness of EI services (Siroeonsson et al., 
1982). For example, the definitions of handicapped and high risk populations 
are often ambiguous, and do not adequately account for severity dimensions or 
the presence of additional, secondary disabling conditions. Secondly, many 
studies lack adequate detail regarding the precise nature of the treatment 
provided and therefore, definitive findings about what works for whom, and 
under what conditions, continues to elude specificity. Yet another confounding 
factor methodologically relates to inadequate attention devoted to the 
selection of proper comparison groups as well as random assignment techniques. 

One of the most significant limitations of efficacy studies conducted to 
date is a preoccupation with child level of functioning (Shonkoff and Hauser- 
Cram, 1987). While parental lack of knowledge or cognitively and eirotionally 
impoverished parent/child interactional patterns have been the target of 
behavioral interventions of EI programs, the effects of these treatments have 
not been systematically examined. Despite this empirical void, impressive data 
exist which imply that perinatal complications have a greater impact on later 
development for children raised in poor environmental conditions (Werner, 1977) 
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and as such, underscore the need for determining outcomes on caregiving 
enwlronnents in additional to child developmental competence. 

While the threats to internal validity (Campbell and Stanley. 1966) noted 
above cannot be minimized, it is important and also possible to attempt to 
identify efficacious program elements which are robust across studies, and to 
galvanize isolated bits of evidence which, when viewed as a gestalt, assist in 
identifying signifl-.ant findings and charting a meaningful course of future 
inquiry. To this end, what follows is a very brief overview of efficacy 
literature pertaining to environmental, biological, and established risk 
children with particular emphasis upon areas of family functioning which have 
been associated with enhanced child outcomes, and thus are worthy of attention 
in conceptualizing family assessment processes. 

ProRrams for Environroentally At Risk Children 

The majority of programs in this cluster of studies have served children 
from socially, educationally, and economically disadvantaged families. Most of 
the children who participated in these programs represented minority popula- 
tions residing within urban areas. Programs typically began at infancy and 
extended through the preschool period. 

With respect to child outcome, of the nine studies (Bryant and Ramey, 
1987) which reported serial IQ scores, six revealed statistically significant 
differences between experimental and comparison groups. Of greater importance 
is the fact that infancy intervention projects support an intensity hypothesis; 
that is, home visits alone did not substantially alter intellectual development 
at age two. However, home visits in addition to medi::al and educational 
Intervention or parent focused training produced moderate effects on IQ. 
Furthermore, providing day care plus family services were associated with the 
greatest improvement in intellectual development. 
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With respect to long term effects, the Consortium for Longitudinal Studies 
(Lazar et al., 1982) conducted a 20 year follow up study of project partici- 
pants and reported three principal findings: CD program recipients were less 
likely to be retained or referred for special education services; (2) experi- 
mental group children were more achievement oriented; and (3) enrolled parents 
had higher educational and occupational aspirationr for their children than 
control families. Similar findings were reported by Schweinhart and Weikart 
(1980) who indicated that program graduates were employed more often, had 
higher incomes, and made less use of public assistance programs that did 
ccffitparison groups. 

In sunanary, data appear to suggest that children from socially 
disadvantaged families benefit intellectually from sustained and comprehensive 
alterations of the caregivinR environment . Data also appear to support a 
transactional hypothesis in that infant intellectual behavior can be modified 
with the acquisition and application of specific competencies by primary 
caregivers. As such, cognitive development can be potentially influenced by 
systematic efforts aimed at the dyadic interactional system of infants and 
their caregivers. 

Programs for BioloRicallv At Risk Children 

Mhile the low birthweight neonatal intensive care unit (NICU) graduate is 
the most prevalent constituency in this cohort, other coimaon at risk conditions 
include perinatal asphyxia, central nervous system infection and/or trauma, and 
sustained hj^poxia. Clearly, the concept of elevated risk roust be viewed judi- 
ciously since, for the majority of biologic insults, roost infants will not 
manifest the developmental complications for which they have increased risk 
(Scott and Masi, 1979). 
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In reviewing neonatal intervention pn grams, it becomes apparent that 
there has been a shift away from exclusively newborn and infant directed 
models » conanon prior to 1980, toward a more family centered approach which 
emphasizes and facilitates parent/infant exchanges. Interventions aimed at 
«siuiaiti.Ing such dyadic interactional patterns have multiple expressions, 
typically including a component of infant "readiness" for contact, and also 
a section on parent instruction in initiating and maintaining an appropriate 
dialogue with the newborn. 

A comprehensive review of 17 neonatal developmental Intervention studies 
(Bennett, 1987), which included primarily interventions occurring during 
hospitalization, revealed equivocal findings. Examining dependent measures 
which included developmental, nffidicsl, and parental outcomes, data reported 
suggest that positive effects are generally short term, with subsequent 
developmental differences rarely reported at one year of age. While the 
methodological compromises described earlier have adversely affected these 
findings, the accumulated evidence does not yield a verified set of interven- 
tion recommendations. At the clinical level however, it would appear that 
programs which attempt to facilitate effective parenting strategies which 
incorporate extended home visitation and follow up components have the greatest 
likelihood of achieving meaningful results. Moreover, interventions which 
focus upon teaching parents methods of caregiving, and altering their percep- 
tions, attitudes, and behaviors appear to promote developmental strides which 
further reinforce and elicit behaviors necessary for fostering growth and 
development (Field, 1982). 

Programs for Established Risk Children 

Despite wide variation xu etiology, children of established risk present 
with impairments in cognition, information processing, and problem solving 
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acccuspanied by delays in motor* communication, language and socio/emotional 
development. This population can be further sub-divided into those with Dovm 
Syndrome vs. children with global developmental delpy, presumably due to 
biologic origin, and associated disorders such as cerebral palsy and sensory 
deficiencies. 

For children with Down Syndrome, studies have repeatedly discovered that 
declines over time in cognitive performance can be significantly reduced or 
entirely eliminated during the period in which early intervention services are 
provided (Hanson and Schwarz, 1978, Kysela et al., 1981; Rynders and Horobin, 
1980). While an inadequate number of followup studies have been conducted to 
date relative to the perseverance of this positive effect, it appears 
indisputable that programs can stabilize development in Down Syndrome infants 
and toddlers, and provide a model to ensure continuous progression of these 
children, regardless of their entry level abilities. 

With respect to the eticlogically heterogeneous group of globally delayed 
children with verifiable biological bases, a series of 14 studies (Guralnick 
and Bricker, 1987) reveal inconsistent findings. While this group of studies 
appears to be more adversely affected by the methodological problems noted 
earlier, nevertheless, data suggest only modest gains in general areas of 
development, with virtually little or no attention devoted to parental 
outcomes . 

Overall, evidence suggests that the decline in intelligence with 
increasing age which has been observed with Down Syndrome children can be 
prevented; data are less dramatic for infants whose delays are attributable to 
a biological basis. From a progranraatic perspective, important diii»nsions to 
consider include social support networks (O'Connor, 1983), and program designs 
which are somewhat less artificial and isolated but rather rely more upon 
established family routines and priorities. 
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In addition to the above studies, Carl J. Dunst and his colleagues have 
launched a creative, comprehensive prograimnatic research effort which has 
focused upon the role which social support plays in promoting adaptations to 
the rearing of special needs children. In brief, Dunst et al. (1987) postulate 
that social support has direct and indirect influences on parent well-being, 
family integrity, parent/child interactions, and child behavior and develop- 
ment. Dependent measures in these studies have included parental well-being 
and coping, family integrity and adaptations, parental styles of interaction, 
and child developmental competence. Studies have indicated (Dunst et al., 
1988) that social support not only accounts for a significant amount of vari- 
ance in the dependent measures, but also proves to be the most significant 
mediating variable, even when compared to parent and child characteristics and 
foni»l (i.e., professional) sources of support. 

Additional studies exist (Trivette and Dunst, 1986) which provide further 
substantiation that health and well-being, time demands placed upon the parents 
by the child, family integration, and parent perceptions of child functioning 
were, in part, affected by the helpfulness of a family's informal social 
support network. Overall, these and other studies (Cohen and Syroe, 1985; Crnic 
et al., 1983) have found that support plays a significant role in affecting 
parent, family, and child functioning, and adds to a growing body of evidence 
which suggests a family systems perspective to assessment and intervention. 

Finally, in a meta-analytic evaluation of 31 studies which examined the 
effects of EI services on handicapped children, Shonkoff and Hauser-Cram (1987) 
reported that not only were services effective in prompting child developmental 
progress, but also that the most successful programs included those which 
directed intervention at parent/ infant dyads as well as revealed purposeful, 
extensive opportunities for parent involvement. 
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In summary, a review of program efficacy literature for special needs 
infants and toddlers reveals the following principal implications. 

1. Programs for special needs children in which planned, extensive 
parental involvement occurs show significantly greater effects than 
programs with little or no parental participation. 

2. Programs for special needs children which target their efforts on 
parents and childrfan tORether appear to be more successful than 
programs which work with either parents or children in isolation. 

3. Intervention projects for environmentally at risk infants/toddlers 
support an intensity hypothesis and also indicate that day care and 
family intervention seem to account for the most significant gains in 
cognitive abilities. 

4. Studies have found that social support plays a significant role in 
affecting parent, family, and child functioning, and can buffer the 

effects of both infancv risk and stressful life events. 
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III. REVIEWING AND ANALYZING FAMILY ASSESSMENT INSTRUMENTS 
A. Classes of Available Measures 

Consistent with predictive validity and program efficacy studies 
presented, four areas of family functi r ng appear to have demonstrated value 
and impact; these respective areas include: 

Family Needs, Resources, and Strengths 

Social Support Network 

Significant Life Stressors 

Characteristics of the Caregiving Environment 
It is critical to note that a wide array of standardized family assessment 
instruments exist vhich are not reflected in the above domains. While several 
of these measures present adequate psychometric characteristics and have been 
used in numerous research applications, their utility within an IFSP context 
remains untested. For example, the Family Environment Scale (Moos and Moos, 

1981) is a measure of social climate which focuses upon the description of 
interpersonal relationships among family members, directiors of personal growth 
emphasized in the family, and on the basic organizational structure of the 
family. Similarly, the Family Assessment Device (Epstein, Bishop and Baldwin, 

1982) is an instrument designed on the premise that individual behavior cannot 
be evaluated independent of the family unit and in fact, individual dysfunction 
emanates from family dysfunction. The conmon denominator among such i .stru- 
inents is the orientation to underlying pathology, and thus, the goal of 
assessment is to identify the specific nature of these pathological mechanisms 
such that therapeutic intervention may be directed to these deficit r'-eas. 
Again, while these instruments have been widely used for planning and evalu- 
ating therapeutic intervention with families, clearly, EI programs must 
critically evaluate not only the theoretical and philosophical bases of such 
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instnunents, but also assess the extent to which they yield information which 
assists in functional decision making le.g., screening* program eligibility, 
IFSP content). 

It is also important to reiterate that the intent of this monograph is not 
to recommend adoption of specific measures, but rather to convey Information 
and a process through which programs can reach thoughtful decisions regarding 
family assessment and IFSP processes. To this end, ccMnplete reference docu- 
ments (Dunst and Trivette, 1985; Dunst et al., 1987; Olson et al., 1982) must 
be consulted, however to facilitate the review process, a matrix of measures of 
social support and family behavior (Dunst and Trivette, 1985) is included in 
Appendix A. in addition to reliability and validity data in Appendix B. It 
must be emphasized that this is not intended to serve as an end point, but 
rather a stimulus for a comprehensive search and analysis. 

What follows is a brief overview of the skills and factors represented 
within each of the above domairiK as well as select, representative instruments 
within each area. 

1. Family Needs, Resources, and Strengths 

Bronfenbrenner (19.i) has convincingly argued that while "intervention 
programs must place major emphasis on involving the parent directly in 
activities fostering the child's development, many families live under such 
oppressive circumstances that they are neither willing or able to participate; 
inadequate health care, poor housing, lack of 'iducation, low income, and the 
necessity for full time work rob parents of time and energy to spend with their 
children (pp. 465-456). As a result, the goal of family assessment and service 
planning (Hobbs et al., 198A) should be to identify unmet needs, and assist in 
ensuring access to coimnxmity based services which coincide with these needs. 
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Dunst et al. (1987) have impressively articulated and translated this 
recommendation into a needs based family assessment and intervention process. 
In brief, this process regards the family and not the child as the unit of 
Intervention, and is designed to identify needs and aspirations expressed by 
farsilies, not inferred by professionals, as the focus of intervention. 
Subsequent to parent articulation of family needs, primary emphasis is placed 
upon amplifying the family's formal and informal social support net'vork as the 
vehicle through which these needs will be met. Accordingly, a unique shift is 
required in the manner in which professionals fulfill their responsibilities; 
that is. roles which engender less direct intervention around needs, and more 
focus upon alternative ways in which needs can be met independently by fami- 
lies. As such, adoption of this perspective requires a re-analysis of the way 
in which programs define their help-giving responsibilities and behaviors. 

Within this model, the four operational components include: family needs 
and aspirations, family strengths and capabilities, social support network, and 
inventory of resources. The help giving behaviors employed by professionals 
are intended to "enable and empower" families to use and/or develop skill in 
order to secure resources for meeting needs. Needs may be identified through 
structured interview techniques o^ needs -based assessment scales, however, in 
all instances, the process highly regards the family's perspective in defining 
current needs and future directions. 

Abstracted below are a variety of needs based instruments which reflect 
this model; actual protocols are incluf^ed within Appendix C. It is crucial to 
note that as these measures and specific items are reviewed, it is imperative 
to anticipate, describe, and resolve the complications inherent within the 
adoption of such instruments. For example, needs are as dynamic and fluid as 
are families; consequently, the assessment process becomes much more of an 
ongoing process rather than a static, annual event, and this may prompt the 
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need for a re-examination of the assessment and IFSP process, transdisciplinary 
team meetings-, clinical supervisory practices, and time frames associated vith 
assessment and IFSP completion. Secondly, conflicts are likely to occur 
between family vs. professionally determined needs and goals » and therefore, 
strategies must be created which resolve such areas of disagreen»nt. 

Family Resource Scale (Leet and Dunst, 1987) 

The Family Resource Scale (FRS) is a self -report inventory designed to 
n^asure the adequacy of resources in households with young children. The scale 
has 31 it«ns which are ordered from most to least basic, and for each, a five 
point Likert scale expresses the severity of each neer :refore, beyond the 

qualitative, clinical outcome data, two quantifiable expressions are derived: 
(1) total number of needs, and (2) perceived severity of identified needs. 

Resource Scale for Teenage Mothers (Dunst, Leet, Vance, and Cooper, 1987) 

The Resource Scale for Teenage Mothers is substantially similar to the FRS 
in design, content, and purpose; its unique feature is that it includes select 
items which are most likely to affect households of adolescent mothers. The 
outcome data derived from this measure are identical to those emanating from 
the Family Resource Scale. 

Family Needs Scale (Dunst, Cooper, Weeldreyer, Snyder, and Chase, 1987) 

The Family Needs Scale measures the extent to which a family has a need 
for various forms of resources and support. The scale includes nine categories 
of need (e.g., food and shelter, financial, child care, transportation) which 
are expressed by 41 items, each rated on a five point scale. Outcome data 
include total number of need areas in addition to the perceived importance of 
expressed needs. The FNS was specifically designed for intervention purposes 
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and as such, is particularly helpful in eliciting family identified needs which 
can then prompt discussion and further elaboration of expressed needs as well 
as alternative ways in which needs can be resolved. 

M >->urvey uf Family Needs (Bailey and Simeonsson» 1985) 

A Survey of Family Needs is a checklist completed by parents which 
attempts to elicit information regarding essential needs including finances, 
social support, information regarding community based services, and overall 
tamily functioning and methods of conflict resolution. Major features of this 
questionnaire include its ease of completion, and items which are functional 
and have broad based applicability. In addition, the items provide useful 
prompts in quickly identifying unmet needs, and in providing opportunities for 
parents to elaborate on these needs and the ways in which assistance has been 
and/or could be provided. 

The Coping Inventory (Zeitlin, 1985) 

The Coping Inventory is based upon a transactional model which postulates 
that coping with stress is a four step process: determination of meaning, 
decision making, coping efforts, and evaluation of outcome. Within this 
assessment process, data are collected which identify the concerns, stressors, 
coping resources, and vulnerabilities of the family. Information is collected 
through self -report instruments, structured interviews, checklists, and 
informal interactions. The model presumes that intervention services need to 
focus on enhancing the personal resources of the family that support effective 
coping efforts. 
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2. Social Support Network 

Considerable evidence exists which indicates that social support can 
substantially influence familial well being (Patterson and McCubbin, 1983) » 
parental styles of interaction (Trivette and Dunst, 1987), child temperament 
(Affleck et al., 1986), and child behavior and development (Crnic et al., 
1986). Different forms and types of support, particularly that which matches 
identified needs, promotes positive caregiver interactional styles which in 
turn influence child competence. 

From an operational point of view, support can be differentiated between 
informal sources (e.g., friends, relatives) vs. formal sources (e.g., profes- 
sionals and agencies). Of enormous interest is that research has indicated 
that informal support from personal network members has powerful stress 
buffering influences, and that the effects of informal support are generally 
greater from that attributable to formal support. 

The attributes of social support which are typically assessed include 
size, density, connectedness, frequency of contact, and the perceived helpful- 
ness or satisfaction with support provided. The inclusion of social support 
dimensions within the family assessment process is useful in that it provides a 
structured opportunity to identify not only social isolation but more impor- 
tantly, to precisely portray the existence and strength of connections between 
expressed needs and support systems, both formal and informal. Representative 
instruments in the domain are as follows and are included in Appendix D. 

Carolina Parent Support Scale (Bristol, 1983) 

The Carolina Parent Support Scale (CPSS) was designed to assess both ♦^e 
availability and perceived adequacy of supports available to parents. The 
scale examines both informal (e.g., family, friends, neighbors) and formal 
(e.g., respite care) support systems, and for those sources available, rstes 
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their perceived helpfulness. The scale also includes both two parent as well 
as single parent versions. Studies which have been completed with this 
instrument have indicated that perceived adequacy of infonnal support is 
significantly related to successful adaptation for families with seriously 
involved children. 

Family Support Scale (Dunst, Trivette, and Jenkins, 1987) 

The Family Support Scale (FSS) measures the extent to which different 
sources of support exist and are helpful to families rearing young children. 
The scale includes 18 items which identify the availability of various sources 
of informal and formal support and if available, their perceived helpfulness. 
In addition to the clinically relevant data derived from the instrument, two 
quantifiable outcomes are evident: total number of available supports and 
parental perceptions of helpfulness. 

Inventory of Social Support (Trivette and Dunst, 1987) 

The Inventory of Social Support provides an alternative method for 
describing the types of assistance provided by various individuals, groups, 
and agencies. The respondent reports not only "frequency of contact" informa- 
tion, but also answers a range of concrete questions (e.g., "Who helps you 
learn about services for your child and family?; Who hassles with agencies and 
Individuals when you can't get what you need or want?") which attempt to 
Identify specific sources of assistance. The agents of support and types of 
aid provided are organized into a matrix format in order to facilitate a 
"graphic display" of the parent's network in terms of both source and type of 
support. The ISS yields a wealth of information regarding informal and formal 
supports, utilization of and access to such supports, and a representation of 
the degree to which these supports have assisted in resolving common areas of 
need and potential conflict. 
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Personal Network Matrix (Trivette and Dunst, 1987) 

The Personal Network Matrix (PNM) is highly similar to the Inventory of 
Social Support, but is somewhat less structured in that the respondent is 
requested to list a maximum of ten needs or projects (as compared to the 
predetermined questions on the ISS) and furthermore, to indicate which members 
of their support network could provide assistance for each expressed need. Two 
versions of the scale exist; the first includes preselected groups and persons 
while the second allows the respondent to insert specific members of the sup- 
port network. Resembling the format of the ISS, the Personal Network Matrix 
provides a visual portrayal of a respondent's support system, and yields quan- 
titative (frequency of contact) and qualitative (dependability) information 
which is again useful in establishing need/support system relationships. 

3. Significant Life Stressors 

Several studies have reported that environmental stresses related to 
caregiving place a child at significantly greater risk for adjustment problems 
later in childhood, and furthermore, such stress can magnify the adverse 
effects of infancy risk factors (0' Grady and Metz, 1987). Additional studies 
provide support for the cumulative stress hypothesis which asserts that 
psychological disorder emerges as a consequence of multiple risk factors that 
combine interactively to retard normal development (Werner and Smith, 1982). 

While the empirical base for the relationship between life stress and 
adverse outcomes is well established, and furthermore, that standardized 
instruments exist which reliably identify such stressful events and forces, 
assessment within this domain is not without complication. More specifically, 
several measures include items which families are highly unlikely to disclose 
upon referral to an EI program (e.g., substance abuse or addiction, domestic 
violence, sexual assault). Even in the event of revealing this information, 
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such disclosures usually involve ethical or legal reporting obligations. While 
these professional obligations clearly must be honored, functional questions 
can also be raised regarding the utility of these data to craft an IFSP. 
While caution must certainly be exercised in using such instruments, they can 
tcveal information which greatly assists in understanding current family 
functioning. 

Representative instruments in this domain, included in Appendix E. > are as 
follows . 

Family Inven tory of Life Events and Changes (McCubbin, Patterson, and Wilson, 
1982) 

The Family Inventory of Life Events and Changes (FILE) is a 72 item self- 
report inventory which is designed to measure the normative and non-normative 
events which a family has experienced. As a family change inventory, all 
events encountered by family members are recorded since, from a family systems 
perspective, experiences to one member affect all family members. Families are 
typically dealing with several stressors concurrently, and as such, the FILE 
yields an index of cumulative risk. Conceptual dimensions measured by the 
Instrument include: parenting and marital strains, pregnancy and childbearing 
strains, finances, and family and work transitions. A total sum score of "No" 
responses is used for scoring; higher scores imply lower stress. 

Life Experience Survey (Sarason, Johnson, and Siegal, 1978) 

The Life Experiences Survey is a list of events which may have adverse 
effects on family functioning. The scale measures the impact (extremely 
negative to positive) of the occurrence of such events on the individual. 
Areas assessed include changes in personal events (pregnancy, abortion, major 
Illness), financial status, the work environment, and family status and 
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membership. An adaptation of the LES by Barnard (1985) is included within 
Appendix £. 

A. Characteristics of the Caregiving Environment 

A final component to a comprehensive family assessment process involves 
an appraisal of the overall home envirorment. Within this domain, dyadic 
interactional patterns are important, however* it has been reported that these 
interactions are significantly affected by the context within which they occur 
(Garber, 1988). Therefore, this assessment must include parental character- 
istics and behaviors, organization of the physical environment, and methods of 
parent/child engagement and responsiveness. It is also important that these 
data be interpreted within the family cultural and ethnic context. 

Perhaps the greatest concern in this area is that inferential judgement 
assumes a significant role in the assessment process, and given certain 
individual biases and beliefs, family interactional patterns can be misinter- 
preted. In addition, while a great deal of attention has been devoted 
to identifying atypical interactions, little effort has been directed to 
defining those behaviors which, without variation, facilitate well being and 
developmental competence. In the absence of this empirical consensus, the role 
of individual interpretation becomes very dominant, and moreover, creates 
potential conflict between professionals and caregivers. Representative 
instruments, included within Appendix F., are as follows. 

Home Observation for Measurement of the Environment (Bradley and Caldwell, 

198A) 

The H£»1E inventory is a 45 item scale with items clustered into six 
subscales: emotional and verbal responsiveness, acceptance of child, organiza- 
tion of physical and temporal environment, provision of appropriate play 
materials, maternal involvement with the child, and opportunities for variety 
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in daily stimulation. Information needed to score the scale is obtained 
through a combination of observation and interview of the child's primary 
caregiver, completed in the home with the child present and awake. Studies 
have indicated that HQUE scores are significantly correlated with school 
failure and as such, this instrument includes parent behaviors and environ- 
mental traits which are presximed to assume a major role in a child's 
developmental pathway. 

Nursing Child Assessment Feeding Scale (Barnard, 1978) 

The Nursing Child Assessment Feeding Scale (NCAFS) was designed to 
describe the repertoire of infant and maternal behaviors brought to the 
interactional process of feeding. The NCAFS, for use with children from birth 
to one year of age, is comprised of 76 items organized into six subscales. four 
of which describe the adult's behavior, and two of which describe the child's 
behavior. They include: parent's sensitivity to cues, parent's response to 
child's distress, social -emotional growth fostering, cognitive growth foster- 
ing, child's clarity of cues, and child's responsiveness to parent. The 
Feeding Scale permits a structured, clinical view of a process which is usually 
familiar and well rehearsed for both members of the dyad. 

Nursing Child Assessment Teaching Scale (Barnard, 1978) 

The Nursing Child Assessment Teaching Scale (NCAls*), designed for children 
from birth to three years of age, includes 73 items which are organized around 
the six subsnales noted above for the NCAFS. The teaching scale is intended to 
describe a mother teaching her infant a specific sensori-motor task. In 
contrast to the xeeding scale, the teaching interaction is quite brief and is 
also much more novel for the parent and infant, and thus allows one to exami«e 
the adaptive patterns of the dyad outside of their well rehearsed routines. 
Justification for use of such interactive scales is that the pa.ent's behavior 
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appears to be significantly correlated with a child's later mental pirformance 
and receptive language. 

B. Criteria for Test Selection: Level 1 

In conceptualizing a decision making process which attempts to integrate 
major research findings and implications, and also includes a thorough analysis 
of alternative measures and the implications of their adoption* a two tiered 
review and developmental process is recommended. At the first level, signifi- 
cant issues which must be addressed include the functional use (e.g., screening 
and assessment decisions, IFSP development) of select measures and the manner 
in which they are integrated into ongoing program operations. In addition, 
careful appraisal of the technical adequacy of specific instruments would also 
occur at this level. 

The second stage of review and development occurs at the clinical level, 
typically by a group of interdisciplinary staff and parents. The primary 
Intent of this process is to critically analyze family assessment measures and 
approaches relative to actual service delivery. As such, focal issues include 
feasibility and intrusiveness of select measures, examining relationships 
between measures and overall program organization, capability, and purpose, and 
time and effort factors. Specific areas to be addressed within the initial 
stage of this process are as follows. 

1. Screening and Program Eligibility Decisions 

Two of the key decision points in early intervention programs include 
screening and program eligibility. Screening traditionally involves a periodic 
review of the total population in order to identify those children and families 
for whom a more detailed evaluation is indicated. Program eligibility deci- 
sions typically Involve the collection of assessment data that nay include norm 
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referenced or clinical testing procedures vhich accurately establish baseline 
levels of child developmental functioning as well as family needs, strengths* 
and resources. 

Vfhile other detailed manuscripts exist relative to collecting child 
centered data for either decision function (Meisels and Wasik, 1988; Harbin, 
1988), the utility of family focused measures in making reliable and valid 
screening and eligibility judgements remains, for the most part, untested. 
Accordingly, important questions to be addressed are as follows. 

1. What is the relationship between the type of child and family 
assessment data collected (i.e.. quantitative, qualitative, or both) 
and the methodology of team decision making? If the multi/transdisci- 
pllnary team has adopted a style which substantively relies upon 
clinical observation and inference, then measures which generate such 
information (e.g., structured interviews, open ended queries and 
prompts) may be most useful. 

2. What is the relationship between the screening/assessment data 
collected and definition of the population to be served? If broad 
based, non-specific definitions of the eligible population exist, then 
measures which yield quantitative results may be unimportant. 
Conversely, if eligibility criteria are developed which are intended 
to accoimnodate only seriously involved children and their families, 
then family centered dimensions may need to yield quantitative results 
which assist in identifying a small segment of the population which is 
most in need of service. 

As programs begin to conceptualize screening models designed to identify 
developmental ly disabled as well as high risk children and their families. 
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several significant implications from existing literature are noteworthy 
(Kochanek, 1987), 

1. That the primary goal of the screening process is to identify all 
children from birth to three vith developmental anomalies as well as 
vulnerable, low resource families within which children are at a 
substantial risk for subsequent school failure. The concept of 
limited resources is not restricted to tangible areas (e.g., income, 
housing, medical care, nutrition), but also includes maternal /primary 
caregiver characteristics such as parenting skills* social/emotional 
competence, ability to access and appropriately utilize community 
services, alternative modes of dealing with adversity, access to 
intrafamiiial and extrafamilial support systems, and interpersonal and 
Intrapersonal competence. 

2. That in order to minimize decision making error, the screening process 
should be a two-tiered model which reflects different degrees of 
specificity at each level. To the maximum extent possible, the 
screening model should be incorporated into all existing programs/ 
services (e.g.. Maternal and Child Health neonatal screening, EPSDT, 
Preventive Pediatric Services). Moreover, the basis for a decision 
regarding need for additional diagnostic testing shall be made 
according to three sources of information: (a) child characteristics, 
(b) parental traits, and (c) maternal /child interaction. 

3. That due to significant variation in child developmental pathways as 
well as ongoing changes in family status* all children and families 
shor:.d be examined serially over tine on multiple occasions between 
birth and three years of age. Judgements regarding the need for 
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additional evaluation would be based upon evidence of jeopardy at 
individual time points as well as from determination of ctunulative 
risk. 

2. IFSP Development 

Given the fact that one of the major objectives of family assessment is to 
prepare a comprehensive treatment plan» several important considerations exist 
at this stage of the instrument review process. 

1. To what extent do the family centered measures yield information 
useful in developing statements of current need, resources, strengths, 
and support systems? 

2. To what extent do results facilitate prioritizing needs end prompting 
a series of objectives or plans which coi'^'^ide with these needs? 

3. To what extent do results assist in portraying the relationship 
between identified needs, existing resources, and the adequacy or 

incongruity between the two? 

4. To what extent do results assist in developing an appropriate division 
of responsibility between professionals and family members relative to 
stated objectives? 

5. To what extent do results assist in specifying a method and process 
for intra and interagency service coordination in response to 
identified needs? Within this process, is there information which 
assists in acknowledging and supporting families in coordinating these 
services independently? 
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6. To what extent do results assist in determining fulfillment or 

completion of stated objectives (assuming repeated administration of 
n^asures)? 

Proirram Evaluation 

The major issue to be addressed in this area is the extent to which data 
collected are useful in examining change in family members p status* and 
functioning over time. Significant issues are as follows. 

1. To what extent are the measures sensitive to the dynamic iiature of 
family needs » crises, and resources? Do the organization and format 
of the 5ure permit and encourage ongoing assessment rather than 
merely annual review? 

2. Does periodic assessment yield data which examine progress towards 
stated objectives? In those instances of minimal progress, aobs the 
measure sugfest barriers or impediments which require resolution? 

3. Do the measures include criteria against which progress towards stated 
family objectives may be determined? Does this format facilitate both 
parent and professional appraisal? 

4, Technical Adequacy 

Beyond the functional questions advanced above » a critical set of factors 
must also be analyzed relative to the technical adequacy (i.e., psychometric 
characteristics) of select measures. While several publications (Salvia and 
Ysseldyket 1985) provide detailed presentations in this area, major 
considerations are as follows. 
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Reliability is a significant factor in evaluating the psychometric 
properties of a measure or scale. The concept of reliability involves the 
stability or consistency of scores obtained when successive i^asures are taken 
with the same instrument or with equivalent measures. Reliability coefficients 
serve three purposes: (1) to estimate the instrument's relative freedom from 
measurement error; (2) to estimate an individual's true score; and (3) to 
determine the standard error of measure-ment. Factors which affect test 
reliability include the method used to calculate the reliability coefficient, 
test length, test-retest interval, and variation within the environment within 
which test data are collected. Reliability coefficients may range from .00 
(total absence of reliability) to 1.00 (perfect reliability); generally, a 
coefficient of .80 is viewed as a minimally acceptable standard. 

Validity rtfers to the extent to which an instrument measures what it 
purports to measure. Four categories of validity are important. 

1. Content validity indicates whether the test covers a sufficiently 
representative sample of the behavioral domain under consideration. 

2. Predictive validity involves testing the effectiveness of a measure 
against future performance in the areas allegedly measured by the 
test. 

3. Concurrent validity is determined by comparing test performance and 
some criterion data that are available at the time of testing. 

4. Construct validity indicates the extent to which a test is viewed as a 
measure of a particular theoretical construct or trait. 

Validity is an essential characteristic of any measure to be used for 
decision making purposes. Adequate norms, reliability, and lack of bias are 
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all necessary conditions for validity and as such, each factor should be 
analyzed separately and carefully. 

C. Criteria for Test Selection: Level 2 

1. Clinical and Parental Judgement 

P.L. 99-457 encourages EI professionals of all disciplines to participate 
in family assessment and intervention, activities traditionally within the 
purview of social workers, nurses, and psychologists. As a program begins the 
transition from the child-focused lEP to the child and family-focused IFSP, 
several issues are noteworthy. 

First of all, all professionals on the team will need to develop 
competency in administering the family assessn^nt tools within the context of 
their initial efforts to establish trusting relationships with families 
(McGonigel and Garland, 1988). Additionally, skills in interviewing, explora- 
tory inquiry, and use of clinical observation will require refinement and 
amplif icat ion. 

The enthusiasm, support, and comfort level of professionals and families 
with respect to the use of formalized instruments and methods are essential 
components in the successful implementation of this process. Assessment 
instruments are merely tools. They can facilitate the diagnostic process, 
however, will be useful only to the extent to which professionals and families 
find that they shed light on issues perceived to be of importance in designing 
an intervention plan. 

The perspective which professionals and parents bring to the IFSP process 
provides a substantive basis for a program development strategy. As such, 
inclusion of EI professionals and parents in a collaborative, decision making 
format is reconmiended. Ideally, this process will mirror the aspirations of a 
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program for the ways in which parents and staff will subsequently work together 
to co-author Individual Family Service Plans. As early as possible in the 
planning process therefore, both team professionals and parents should be 
involved. Such collaboration can provide information regarding the hurdles 
vhich the program will need to attend to» identify specific training and 
technical assistance needs, and reveal expectations and concerns of both staff 
and parents regarding the process. 

Attention to the diversity of families served within a program provides a 
guide for parent representation. Relevant factors Include cultural/ethnic 
coBonunities, fathers as well as mothers, and representative family coping 
styles, structures, and ideologies (Chandler et al., 1986). Significant 
dimensions of the decision making process which parents need to address include 
the appropriateness of specific instruments and methods relative to vocabulary, 
format, and applicability to family priorities and cultural norms, and 
congruence with family expectations regarding the goals of early intervention. 

Professionals provide an equally important perspective derived from their 
experiential background, academic training, and from the diversity of families 
with whom they have been engaged They contribute significantly tc the deci- 
sion making process by addressing such issues as the relationship between 
specific measures and the primary concerns of families, clinical and face 
validity of various tools, relevance of instruments to families of divergent 
educational and ethnic backgrounds, differential utility of select measures 
with families whose children are at biological, established and/or environ- 
mental risk, and specific training needs inherent within such new assessment 
paradigms . 
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2, Relationship Between Measures and Population Served 

The adoption of specific family assessn^nt iMiasures permits programs to 
collect new information on existing families and in addition, may allow new 
families to be judged as eligible for EI services. Consequently, programs must 
carefully and thoughtfully assess their ability and interest in not only assum- 
ing responsibility, in conjunction with the family, for newly identified needs 
(e.g., housing, transportation, child care), but also in perhaps serving com- 
plex families who present with needs that the program is inadequately equipped 
to handle or philosophically feels that other providers are perhaps more 
appropriate interveners . 

The selection of assessment measures must be integrally related to the 
characteristics of the families served by a program. Achieving the best match 
between tools, methods of assessment, and families served is of primary impor- 
tance in the planning and decision making process. For example, cultural norms 
will affect a family's willingness to complete various assessment tools. 
Important considerations with respect to specific ethnic groups served are as 
follows. 

Is it acceptable for "outsiders" to be involved in family business? 

What constitutes a concern legitimate enough for "outsider" involvement, 
and what are the accompanying feelings for family members (e.g., 
embarrassment, anger)? 

Who is the gatekeeper within the family through whom all outsiders must 
go? 

What are the normative routes for help-seeking and social support within 
the culture? 
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What is the leaning of having a child with a disability within the 
culture? 

Do families served have adequate facility with the English language to 
ensure reliable and valid results? Will assessment tools need to be 
translated into other languages for optimal results? 

Each family is unique in structure, strengths, and functioning style, and 
thus attention to these and other questions related to cultural issues will 
assist the program in instrument selection. Parents representing the diverse 
groups served by a program can be the most helpful guides in this decision 
making. Significant factors to be considered include belief systems, inter- 
active patterns, cultural definitions of normality and deviance, attitudes 
toward help-givers, and normative avenues for social support and problem- 
solving (McGoldrick et al., i982). Staff members native to the ethnic groups 
served by the program can also provide insight. Educational background of 
families also becomes an important consideration in selecting instruments and 
methods, particularly with respect to looking at the complexity of self -report 
measures (e.g., vocabulary, concepts, format). The anxiety and risk involved 
for parents who are not confident about their reading and writing skills may be 
considerable, and must be handled in a sensitive manner by the professional. 

The choice of instruments will substantively affect the process for both 
families and professionals. Measures are of clinical value only insofar as 
they create a window of opportunity for dialogue between a parent and profes- 
sional. A clinician's expertise in active listening, effective inquiry, 
and insightful interpretation of content and emotions provide the basis for 
creating a meaningl'il and collaborative plan of action (Vinton and Bailey, 
1988). 
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There are also \mique challenges which adolescent parents may be address- 
ing in the context of early intervention (Herzog et al., 1986; Dunst et al., 
1986; Crockenberg, 1986), some of whicn may include: differentiating from the 
family of origin and establishing a peer support system; acquiring child care- 
giving skills; developing self-sufficiency in meeting their ovm and their 
child's basic needs for shelter, clothing, food, and transportation; and 
perhaps, completing an educational program. The priorities which are embedded 
in these needs must be identified within a family assessment process if it is 
to be meaningful for adolescent parents in early intervention. 

Fathers must also be accommodated, particularly if family responsibilities 
are divided according to a clear division of labor. Assessing maternal needs 
only is inadequate, and can inadvertently contribute to creating an unrealistic 
burden for the mother to speak on behalf of all family members. Exclusion of 
fathers in the assessment process conveys a message that they need to resolve 
their concerns and priorities independently (May, 1988), yet this may not 
reflect a program's philosophical stance. 

3. Relationship Between Measures and Program Intent, Organization, and 
Philosophical Orientation 

A significant issue which all programs will need to resolve in this 
developmental process is the overall relationship between the assessment 
methodology and the stated objectives of the program itself. Of importance 
here is that a high degree of congruence is desirable between information 
collected and services available. If indeed programs do not possess the 
capability or interest in addre*-«ing needs and conflicts which may emerge from 
the assessment process (e.g., hous ^g, parental education and employment), then 
measures which elicit this information should not be adopted. 
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Yet another factor worthy of consideration in this planning process 
relates to the information gathering process itself. More precisely, the 
format of several measures are either parent self -report in design or demand 
the clinical judgeii»nt and inference of the professional. Philosophically, 
if diagnostic teams believe that the data gathering and needs determination 
process reside exclusively vith the professional conaminity, then family self- 
report measures would be in conflict with this perspective. Conversely, if 
programs assume that families must reveal their needs and priorities, then 
measures which require professional inferential judgement regarding family 
needs and dynamics may not be particularly helpful. 

The selection of assessment measures will coianunicate to families, EI 
professionals, and connnunity service agencies what the program perceives to be 
important with respect to needs, concerns, and priorities of families. More- 
over, these measures will also convey the need for a collaborative relationship 
» between parents and professionals, the key decision-making role of parents, 

program eligibility criteria, and the role of other informal and formal support 
systems in intervention. 

A. Intrusiveness 

Establishing trust between parents and professionals is the first step in 
the creation of a working relationship (Friedman and Friedman, 1982). This 
implies a communication of respect for a family to share information about 
itself slowly and in accordance with its own timetable. Such an evolution may 
be in conflict with established policies which require IFSP completion within 
relatively narrow time frames. EI professionals will need to develop a deli- 
cate balance between collaboratively developing meaningful IFSPs while also 
allowing families the space needed to reflect their priorities over time. 
Guidelines which may be useful in dealing with this dilemma are as follows. 
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1. Select measures which address parent priorities and strengths* rather 
than tools which depend upon a professional's assessment of parental 
deficiencies. The intent of information gathering is to assist in 
problem solving, not to determine causality (Trivette, 1987; Bristol. 
1987). A strength- oriented approach is much more likely to increase 
trust than one which focuses on family pathology. 

2. Select measures which address the areas perceived by both parents and 
professionals as within the purview of the program's direct focus 
(McGonigel and Garland. 1988). 

3. Conceptualize a dynamic, evolutionary assessment process in which 
needs and priorities can be addrei=sed over time in synchrony with 
the family's trust level and interest in sharing these needs and 
priorities with the professional. 

A. Ensure that the clinical expertise of the early intervention 

professional is well developed. Families may not identify something 
as a need if they believe the problem is irresolvable (Dunst et al., 
1987). In addition, professionals who are unaccustomed to appraising 
family structures, functions, and stresses may be reluctant to follow 
up on verbal and non-verbal comnunications by family members, an 
essential aspect of family needs identification. Training activities 
and continuing support for EI professionals are critical in developing 
new and unfamiliar helping behaviors related to the family need/ 
resource identification process. 
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5. Time, Motion. Effort, and Cost Factors 

Beyond the evaluation of various measures and methodologies at a clinical 
level, several significant administrative and feasibility issues also warrant 
attention in this developmental process. For example, the majority of mature, 
sophisticated EI programs have well developed definitions and procedures for 
screening, assessment, and lEP processes. Adoption of specific measures, while 
infinitely useful at a clinical, decision making level, may prove so costly 
(e.g., professional expenditure of time or adverse impact upon financial 
reimbursement formula) that their adoption would compromise the integrity of 
the program. As such, field trial periods are worthy of consideration which 
would permit initiation of time and motion studies. Final decisions therefore, 
would result from parent and professional appraisal, the extent to which data 
collected facilitated the screening, assessment, and IFSP process, and cost 
information. 

A second major area of consideration relates to the competencies requisite 
to implementing a comprehensive child and family assessment process. As 
previously indicated, while EI professionals possess highly developed and 
refined child focused skills, expertise in dealing with family assessment and 
intervention may be somevha'. uneven, both within and across programs. Conse- 
quently, administrators will need to develop a series of training and technical 
assistance activities which ensure quantitative implementation of screening 
and assessment processes. Depending upon the necessary length and intensity of 
such training activities, this may prompt a series of considerations related to 
cost effective use of personnel time, effort, and resources, and may be 
Influential in determining the format and content of the assessment process. 
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IV. IMPLICATICTiS OF FAMILY ASSESSMENT FOR 
PROGRAM ORGANIZATION AND DESIGN 

A. Definition of Population Served: Screening* Assessment, and 
Eligibility Policies 

P.L. 99-457 creates a rich opportunity for programs to not only provide 
quality services to development ally disabled children, but also to articulate 
and in.pleinent more comprehensive and aggressive efforts devoted to prevention. 
To the extent that programs are interested in both of the above challenges, 
screening and assessment models which incorporate child and family focused 
measures must be developed. While studies presented earlier are enormously 
helpful in drafting such multivariate models, no reliable and valid process or 
decision making equation has yet been created. Consequently, as such experi- 
mental models are developed, careful field trial periods are mandatory prior to 
widescale adoption. Significant evaluation questions which must be addressed 
in such pilot projects are as follows. 

1. What differences exist in the population identified by the proposed 
screening model in contrast with existing referral pathways and 
casefinding techniques? What specific factors in the model account 
for these differences? 

2. What contribution does each screening factor (i.e., child and family) 
make to key decisions such as of screening, program eligibility, 
assessment, and IFSP development? 

3. Does the significance of specific screening factors change over time, 
and if so, how can this dynamic quality be incorporated into a 
systematic screening process for children from birth to five and their 
families? 
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Adoption of family measures within EI programs carries with it the 
opportunity to view eligibility from a fresh and novel vantage point. While 
generating risk responsive, coordinated, and conprehensive IFSPs remains as the 
principal outcome of child and family assessment* cossBitments to specific 
measures will invariably prompt a range of complex questions regarding not only 
the eligible EI population, but also the manner in which this population is 
iw>st appropriately served. Programs will need to develop appropriate and 
technically sound implementation plans such that the above representative 
questions may be answered. 

B. Continuum of Services 

Clearly, adoption of family focused measures in EI programs will identify 
voids in the existing range of service options, both for children as well as 
families. For example, parents may express interest in the use of integrated 
settings (e.g., family and center based day care environments), and accord- 
ingly, programs may need to develop a productive, collaborative, and mutually 
supportive relationship with the overall child care community. Furthermore, a 
range ot family needs may emerge from the asseiisment process for which pro- 
grams, up to this point in time, have not been responsible. While the intent 
here is not to suggest that EI sites must directly assume ownership of all 
identified service needs, it is apparent that new affiliations may be required 
between EI ,nd other community based programs. As such, an implication of the 
family assessment process may be greater effort devoted to community outreach 
as well as creating models and processes for coordinating among many more 
external providers than that which previously existed. 

Development of a family assessment strategy reflects a new and evolving 
continuum of early intervention services which are family-centered, and move 
beyond a narrow interest in only certain family members (typically the mother) 
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to an interest in the well-being of the family as a whole within the context of 
its coimminity relationships. Such services will require a "reciprocity of 
responsibility among individuals, families, and coiuiminities" (Hobbs et al-t 
198A)* Jeppsun (1988) describes the aspects of such family-^centered care as 
including: 

" a view of the family as continuous in a child's life, while service 
providers and systems are transitory 

- a focus which goes beyond a child's special needs toward an interest in 
family well-being and in norsmtive developmental processes 

- 1 comprehensive, flexible, and accessible service system offering a 
range of choices to families incl ;^.ing parent-to-parent support pro- 
grams, equipment exchange options, transportation assistance, and both 
weekend and evening services 

As early intervention programs begin to implement systematic family 
assessment practices, diverse and dynamic family needs and priorities will be 
Identified. Accordingly, new and creative methods of providing service will be 
mandatory • The insights of Hobbs et al* (1984) and Dunst et al. (1987) provide 
direction as programs struggle to meet this challenge. The principle of par- 
simony points to developing interventions that always move from least drastic 
to more drastic, from more normative to less normative, from least intensive to 
more intensive (Friedman and Friedman, 1982). 

Families are strengthened to a greater extent if professionals work to 
facilitate already established informal support networks rather than substi- 
tuting it with formal supports (Hobbs et al., 1984). Families are empowered by 
professionals to a greater extent if the helper can assist families in finding 
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ways to develop reciprocity within their informal support networks (Dunst et 
al., 1987); professional intervention is seen as a last resort. 

It is to be expected that families will require highly varying degrees of 
professional invol — ?nt. Recognizing that no one program can or should meet 
all the needs of all families, linkages between service systems takes on 
critical importance and cannot be tuiderestlmated. In addition, developing 
intervention approaches which continually support the ooveaent of families 
toward their expressed level of independence fv-om professional intervention 
also becomes a desired outcome. 

C. Case Management 

Significant implications are evident for the case management process as 
professionals implement the family assessnwnt and service planning sequence. 
Exceptional skill is involved in sorting out the roles, responsibilities, and 
agendas of formal service providers, in assessing the potential for utilizing 
informal resources, in accessing or advocating for additional services, and 
most importantly, in developing a collaborative relationship with parents to 
support their highest level of independent functioning. 

Consider the case management implications for the following hypothetical 
children/families referred for early intervention services. 

Chris N. is 12 months old and has multiple delays in development. He was 
born cocaine-addicted to his 18 year old parent, Trisha N- . who has a four year 
history of drug addiction. Trisha' s family of origin has been involved with 
protective services throughout her childhood. Chris has been in the care of 
the same foster mother since leaving the hospital one month after his birth- 
Trisha visits him irregularly and therefore, is out of compliance with the 
service plan developed by her protective services worker. Trisha reports that 
sh6 wants to regain custody of him, but because of her involvement in a drug 
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treatment program, the visiting plan has been difficult to comply with. Her 
drug counselor considers drug treatment to be the highest priority for Trisha 
at the present time. The protective services worker is under legal constraints 
to arrive at a reconunendation for the court within the next six months regard- 
ing a permanent disposition with respect to custody of Chris. A referral to 
early intervention was arrived at unilaterally by the protective services 
worker, with the hope that Chris' delays in development could be addressed, 
and also to provide Trisha one more opportunity to demonstrate her interest in 
regaining custody of her child. Trisha has agreed to being involved with early 
intervention as a means of increasing her chances of getting her child back. 
She is doubtful about its usefulness for herself, but is worried about her 
son's delays and wants him to receive the professional help he needs. 

Michelle H. is a three month old infant, about to leave the hospital to go 
home for the first time. She was born three months premature, has seizures 
resulting from birth trauma, and is considered at high risk for developmental 
delays. Michelle is the first child born to Fran and Peter H.. both of whom 
work full-time at professional jobs. Fran's maternity leave will be over 
within 30 days. The previous arrangement for day care, which had been made 
before Kichelle's birth, is no longer viable due to Michelle's special care 
nepds. Fran is considering requesting half-time employment. This schedule 
would provide enough income for the family and would allow Fran to attend to 
the continuing medical, developmental, and emotional needs of Michelle. 
Michelle's hospital primary care nurse has become very attached to Michelle, 
Fran, and Peter. She suggested, in planning for Michelle's move to home, that 
the parents involve themselves with home care assistance from the community VNA 
and with developmental intervention services from the community early inter- 
vention program. In addition, it was recommended that followup regarding 
Michelle's medical needs be provided by the hospital. The parents have agreed 
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to this plan. In addition to the hospital's referral efforts, Fran has 
contacted both the VNA and the early intervention program to request services. 
While Fran and Peter are appreciative of all the professional help they and 
their daughter have received and will continue to receive, they continue to be 
in a state of shock regarding the disparity between their previous expectations 
for themselves to function independently as parents and the reality of their 
current dependence on professionals in caring for their daughter. 

Clearly, the identification of family needs/priorities/resources and an 
assessment of the involvement of other service providers in these two hypo- 
thetical situations are essential to the development of a comprehensive early 
intervention treatment plan. Fortunately, models exist (Imber-Black, 1988) 
which provide a useful structure within which these case management needs may 
be addressed. In brief, the components of this representative model include: 

1. Review of which systems are involved, and of each provider's 
perceptions regarding family needs, strengths, and goals, and 

clarification of responsibilities cf service providers in the 
intervention process 

2. Analysis of the pattern of relationships between families and each 
system. For example, with respect to the two families described 
above, important distinctions exist between Trisha's history of 
relationships with social service agencies (long-standing and authori- 
tarian in quality) and Fran/Peter's relationships with professionals 
(recent in inception and more peer-like in quality). 

3. Analysis of the relationships of service providers wi^ib each other, 
formally and informally. 
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A, Clarification of the varying perceptions of appropriate boundaries 
between families and service systems, and among various service 
providers. Difficulties may exist when a family has perceptions 
different than that of the service provider concerning degree of 
involvement. A family may desire more privacy, while an agency feels 
a need to know more, about family functioning and routines. Similarly, 
a family may seek more information about an agency which may tend to 
release information parsimoniously. 

5. Clarification of the myths or beliefs families and service systems 
have about each other, based on long-standing involvement or on 
specific critical incidents for either party. 

The principal objectives of a case management model are twofold: (1) to 
rt-duce fragmentation and duplication in service delivery; and (2) to enable 
families to acquire skills for accessing, utilizing, evaluating, and advocating 
for services via formal and informal resource avenues. Such models are dynamic 
rather than linear or static (Friedman, 1988), and serve as the "glue which 
holds the system together" (Aaronson, 1988). Significant considerations in 
conceptualizing a case management, or service advocacy and coordination model, 
are as follows. 

1. Model must articulate a "needs determination" process which 
acconmodates both parental and professional perspectives as well as 
child and family needs. 

2. Model must portray a process for accessing resources which correspond 
to identified needs. 
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3. Given needs determination, process must accoamodate both intra and 
interagency service provider coordination and conmunication. 

A. Process must include a mechanism for monitoring service effectiveness, 
identifying new needs, recording needs/service utilization relation- 
ships and eliminating duplication of services. 

5. Model must articulate a continuum of dependence/ independence which 
permits and encourages both varying and increasing degrees of "active" 
assumption of case management functions by families. 

6. Model must include requisite training activities for parents and 
professionals regarding the overall process and facilitate and support 
families achieving a maximum level of independence. 

7. Model must articulate a flexible dec is ion -making process regarding 
primary case manager designation with families involved with multiple 
service providers. 

In developing a service advocacy and coordination model consistent w-'th 
the above principles, perhaps the roost complex issue relates to the extent to 
which families can independently assume responsibility for such functions. The 
origin of this complexity relates not only to developing ways in which such 
independence and skill can be accurately assessed, but also in creating 
experiences which prompt, encourage, and support families in achieving a 
maximum level of independence consistent with their interest and ability. 

A second dimension of this complexity surrounds the fact that varying 
perceptions exist in the professional community with regard to the extent to 
which families should indeed serve as their own case managers. Clearly, given 
substantial variability in opinion by both professionals and parents on this 
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issue, no unitary solution or model exists. However, in developing a model 
which is consistent with an overall family assessment strategy, careful evalu- 
ation by both families and service providers is essential. To this end, what 
follows is a self-appraisal inventory which is intended for potential use 
tellaiu Lhfe assessment process. It is critical to note that this inventory is 
designed to serve as a stimulus for discussion among parents and professionals 
within the context of the developmental, d-cision making process portrayed in 
this monograph. 
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SERVICE ADVOCACY AND C{X?RDINATION; 
A SELF-APPRAISAL FOR PAREWTS AND PRQFESSICMiALS 

Participation in early intervention programs involves an ongoing process of 
identifying, accessing, evaluating, and coordinating services for children and 
families. This process is most effective when parents and professionals 
develop a collaborative relationship, and together ensure that all necessary 
services are secured and well coordinated. 

The purpose of this self -appraisal inventory is to describe the manner in 
which this process is functioning, and the role which both parents and pro- 
fessionals assume in its implementation. The inventory is designed to be 
completed upon intake, and is updated at six month intervals thereafter. 

Each major component of the inventory includes items which are intended to 
be jointly rated by parents and professionals. In those instances where con- 
sensus on ratings is not evident, individual ratings should be reported. 
Please note that there are no "right" or "desired" ratings on these items; as 
such, you are encouraged to use the full continuum to reflect your perceptions 
at any given point in time. The inventory is intended to not only describe 
current status, but also serve as a stimulus for establishing future goals. 
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1.0 Identification of Child and Family Needs 



Parent 



desires 
professionals 
to identify 
and prioritise 
child/family 
needs 



identifies 
child/family 
needs via 
family and 
professional 
input 



identifies 

child/family 

needs 

independent of 

professional 

input 



Professional 



relies 

upon parents 
to reveal 

significant 

child/family 

needs 



solicits 
family' s 
perspective 

in conjunction 
vith 

professional 
judgement 



identifies 

child/family 

needs 

independently 
of family 
input 
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2.0 Access to Community Based Services and Resources 



2» 1 Knowledge of Resources: Parent 



relies upon 

professionals 

to make 

available 

pertinent 

information 



requests 

information 

from 

professionals 
as supplement 
to existing 
knowledge 



maintains 
resource 
directory 
independently 



Knowledge of Resources: Professional 



relies upon 

parents 

to generate 

resource 

information 



shares 

available 

information 

with 

families 

upon 

request 



maintains 

resource 

directory and 

selectively 

reveals 

information 

based upon 

professional 

judgement 
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2.2 Access to Resources : Parent 



relies upon 
professionals 
to secure 
access to 
necessary 
and desired 
services 



negotiates 
shared 

responsibility 
for resource 
access with 
professionals 



asstimes 

responsibility 
for securing 
resources 
independently 



Access to Resources : Profess ional 



expects 
parents 
to pursue 

resources 

consistent 

with 

identified 
needs 



develops plan 
for shared 
responsibility 
for resource 
access 



assuimes full 
responsibility 
for resource 
access 
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3.0 Coordination of Services 



3. 1 Service Coordination: Parent 



relies upon 
professionals 
to coimunicate 
with and 
coordinate 
service providers p 
both internal 
and external 
to EI 



establishes 

shared 

division of 

responsibility 

between 

professionals 

and family 

iDembers for 

service 

coordination 



independently 

coordinates 

multiple 

service 

providers 



Service Coordination: Professional 



expects 

parents to 

connunicate 

with and 

coordinate 

service 

providers 



develops 
plan for 
shared 

responsibility 
for service 
coordination 



assumes full 
responsibility 
for coordinating 
intragency and 
interagency 
providers 
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Conflict Resolution: Parent 



I 

relies upon 
professionals 
to resolve 
difficulties 
with service 
access » 

duplicationp or 
fragmentation 



negotiates 
mutual 
division of 
labor with 
professionals 
for conflict 
resolution 



I 

independently 
resolves 
difficulties 
with service 

access 



Conflict Resolution: Professional 



expects parents 
to independently 
resolve 
difficulties 
with service 
access and 
fragmentation 



develops plan 
for shared 

respons: bility 
for conflict 
resolution 



resolves 
difficulties 
on behalf 
of parent 
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Evaluation and Revision of Services 



Parent 



relies upon 

professional 

judgement 

regarding 

adequacy 

of services 



develops 
criteria for 
evaluating 
services in 
collaboration 
with professionals 



evaluates 

and pursues 

revision 

of services 

independent of 

professional 

input 



Professional 

I 

expects parent 

to reveal 

service 

inadequacies 

and pursue 

appropriate 

modification 



develops plan 
with family 
for assessing 
services, 
including 
identification 
of appropriate 
standards 
of care 



I 

evaluates 
services 
independently 
and negotiates 
revision 
according to 
professional 
judgement 
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5.0 Utilization of Support Syste m 



Parent 



relies 

exclusively 

upon 

professionals 
for service 
access and 
coordination 



maintains and 
selectively 
uses network 
of formal 
and informal 
supports 
for service 
access and 
coordination 



maintains and 
uses extensive 
informal support 
system for 
majority of 
identified 
needs 



Professional 



expects parents 
to develop and 
maintain infernal 
support system 
for service 
access 



assists parents 
in developing 
range of fornal 
and informal 
supports for 
service access 
and coordination 



uses formal 

support 

system 

for all 

Mentif ied 

child/family 

needs 
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V. DEVELOPING AK IFSP FORMAT 
A. IFSP Components as Defined by P.L. 99-A57 

Essential components of an IFSP as defined by P.L. 99-457 are as follows. 

1. A statement of the infant's or toddler's present levels of physical 
development, cognitive development. language and speech development, 
psycho-social development and self-help skills, based on acceptable 
objective criteria. 

This section appears to be congruent with the current lEP format. It is 
important to note however, that several IFSP forms recently developed (Dunst, 
1987; Bruder, 1987) specifically list child strengths as well as needs. This 
allows parents to view their child's unique skills as well as developmental 
needs, and permits a more complete and balanced portrayal of child level of 
functioning. 

2. A statement of the family's strengths and needs relating to enhancing 
the development of the family's handicapped infant or toddler. 

This segment of the IFSP is designed to accoranodate findings via the 
family assessment process. The value of including family strengths cannot be 
overemphasized. Professional recognition of family abilities is an essential 
component in the development of trust between families and professionals. 
Furthermore, Dunst et al. (1988) define needs, not as family deficiencies, 
but rather as family "aspirations, projects, aims, priorities", those things 
which the family considers important enough to devote time and energy. This 
distinction is critical in that it supports the professional acting in a 
facilitating, consulting role, rather than a dominating role with regard to 
setting priorities for intervention. 

Secondly, this stipulation implies that all the strengths/needs considered 
in an IFSP should relate to the child's development. Based on results of 
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studies conducted with families. Dunst et al. (1987) advance an approach which 
legitimately takes into account those situations in which a family's priorities 
are not always child related, but unless addressed, will prevent the family 
from focusing on the child's development (e.g., lack of basic resources such 
.«c. no\xsing,- transportation, food). Needs statements regarding a family's role 
in promoting the child's development should be made only to the extent that 
parents identify this as a focal concern. 

3. A statement of the major outcomes expected to be achieved for the 
infant and toddler and the family, and the criteria, procedures and 
timelines used to determine the degree to which progress toward 
achieving the outcomes are being made and whether modifications or 
revisions of the outcomes or services are necessary. 

Adoption of IFSP formats in early intervention programs requires an 
orientation which emphasizes strengths, needs, and resources. The following 
table summarizes issues which perhaps will warrant attention in this develop- 
mental process, and which attempt to identify significant considerations in the 
transition from lEPs to IFSPs. 
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Table 1. 

Comparison of lEP and IFSP Practices on Select Dimensions 



Issue 


lEP 


IFSP 


Focus of needs 
assessment 


child develop- 
mental needs 


child and family 
strengths/needs /resources 


Decision-making 
process regard- 
ing intervention 
priorities 


goals primarily 
determined by 
professionals 


parents and professionals 
have equal status in 
decision-making 


Focus of 
intervention 


specific gains 
in the child*? 
developmental 
status 


the child within the 
context of the family, 
and the well-being of 
all family members and 
of the family as a unit 


Tine frames of 
goal setting 


long-term goals 
are established 
(i.e. annual , 
to bf> evaluated 
quarterly ji 


process must reflect the 
dynamic needs and pri- 
orities of families 


Locus of 

intervention 


ident if icat ion 
of the early 
intervent ion 
services to 
be provided to 
meet child goals 


identification of all 
formal and infernal 
resources needed/accessed^ 
with early intervention 
services identified as 
part of a more compre- 
hensive plan 


Role of EI 
professional 


emphasis on the 
direct inter- 
vention efforts 
by EI profes- 
sionals with 
children and 
parents relative 
to child goals 


emphasis on the roles 
of both parents and EI 
professionals in address- 
ing identified neeas of 
child and faanily; profes- 
sional roles of resource 
facilitator and consultant 
assume higher prominence 
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A. A statement of specific early intervention services necessary to meet 
the unique needs of the infant or toddler and the family, including 
the frequency, intensity, and the method of delivering service. 

Dunst et al. (1987) caution against the notion, embedded in this 
aci>>u:ou:u.i, that "more is better". If a broadened perspective of intervention 
is to be developed, then as discussed earlier, services which are community 
based, normative for young children and their families, and which draw on a 
family's actual or potential inforiaa] support network as well as other service 
systems would take precedence. 

5. The projected dates for initiation of services and the anticipated 
duration of such services. The name of the case manager from the 
profession most immediately relevant to the infant's and toddler's or 
family's needs will be responsible for the implementation of the plan 
and coordination with other agencies and persons. 

While this stipulatioj. underscores the i.'nportance of case fnanagenent 
activities within early intervention, it does not clarify the potential for 
parents to serve as their own case managers, or in partially assuming case 
rr.anagement responsibilities. This is a disempower ing message to families and 
should be assessed by each El program carefully. 

C. The steps to be taken supporting the transition of the handicapped 
toddler to services provided by school districts. 

This stipulation requires that attention be paid to creating a planned 
series of activities to ensure the smooth transition of children from early 
intervention to other preschool settingi. Essential here is the development cf 
policies which will facilitate collaborative planning among EI programs, school 
districts, other health care and social service providers, and families. 
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B. Static vs. Dynamic Formats 

Family assessment strategies which are truly needs based support frequent 
changes in the specification of needs, methods, and outcomes (Dunst et al,, 
1987), and regard the use of a spiraling approach in which there is continuous 
noveoent between needs identification and service provision (Turnbull, 1988). 
Such an ongoing process acconsaodates not only newly identified needs as the 
family/service provider relationship strengthens, but also allows for unantici- 
pated crises and events in the lives of families which may necessitate 
revisions in intervention priorities. 

Early intervention programs may discover that the relatively static 
formats currently used to portray goals and objectives in lEPs are not well 
suited for the synergistic process noted above. Consequently, IFSP forms will 
need to be created which acknowledge this ongoing needs identification process, 
and which will accept both new needs statements and intervention goals wh'.le 
preserving the fluidity and continuity of existing services. 

C. Family Driven vs. Professionally Driven Goals 

Extensive documentation exists in the literature with regard to tht 
inherent complexity of the parent/professional relationship; underlying this 
complexity is that the perspectives of parents and professionals are often 
different (Bailey, 1987). To some extent, these disparities hav#» emerged from 
training programs for service providers which have reinforced a model in which 
professional opinion has more validity than the perspective of parents 
(Darling, 1983; Iris, 1988). Representative examples include training models 
which support professionals: 

- taking full responsibility for the wellbeing of children in their care 
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- not sharing vulnerabilities with parents 

- developing strategies to get parents to comply with professional 
prescriptions, even when they have been objected to overtly or covertly 

- being concerned with circumscribed areas of a child's functioning rather 
than the whole child within the context of the family 

- maintaining control of the information which parents receive about their 
children 

- using, as a measure of professional competence, facility in writing 
reports on children which are replete with the technical terms of the 
discipline 

Cur-.ent societal presses regarding proiessional ethics, liability, and 
technology can contribute to undermining proiessional efforts to develop 
collaborative approach in which parents and providers are bo' h perceived as 
being resourceful, having equal status, and being an equal partner in evalu- 
ating the services provided (Tyler et al, 1983; Bailey, 1987; Winton and 
Bailey, 1988; Dunst et al., 1987). Considerable controversy exists on this 
issue, particularly with respect to family needs identification and goal 
setting. Bailey (1987) recommends that professionals not elude differences in 
values or priorities, but rather engage in dialogue for resolving these dif- 
ferences. A professional can facilitate the process by envisioning and 
encouraging the creation of multiple alternatives with families. Clearly, 
instances exist in which, due to safety concerns for the child or family 
members, a professional will need to exert greater control (e.g., mandated 
reporting of child abuse or neglect). However, if the groundwork has been 
established for true and meaningful collaboration, such situations can be 
handled without jeopardizing the relationship. 
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VI. TRAINING/TECHNICAL ASSISTANCE IMPLICATIONS 

A. Family Assessment Skills 

The acquisition of competency in two major domains is essential to the 
impleraentation of a comprehensive family assessment and service planning 
process: (1) administration and interpretation of assessment measures, and 
(2) conducting family focused interviewing and collaborative goal setting. 
Early Intervention professionals will need training experiences, both didactic 
as well as clinical, which focus on the development of technical knowledge for 
the administration and interpretation of assessment tools. Within this con- 
text, information dealing with family systems theory, normative, developmental 
family life cycles, and family structure and interaction processes are all 
critical content areas. 

Effective communication involves an abilitv to "join" families, and to 
identify and support family strengths. Although program staff may be very 
comfortable in conversing with parents about their children, they may 
experience considerable discomfort when it comes to discussing family 
needs/functioning/ resources. Training strategies focused on developing 
proficiency in family-focused interviewing also will need to assume high 
priority. 

B. Family Focused Intervention 

As programs prepare to implement a family assessment and service planning 
process, several areas of competency enhancement and development will need to 
occur; major areas of concentration in this training and technical assistance 
sequence are as follows. 
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1.0 Understand the family 

1.1 elicit the family's priorities for the child and for themselves, 
recognize and address the effects of various individual 
characteristics on the growth and development of the child and 
family 

1.2 understand how a child with special needs affect*^ parents, 
siblings, the extended family, and the conununity 

2.0 Establish and maintain relations with the family 

2.1 successfully initiate first contacts with families, even when 
they have not sought information 

2.2 explain to parents the role of the interventionist in working 
with the child and family 

2.3 form and maintain satisfactory working relationships with 
infants, toddlers, and families 

2. A work with culturally different families in a non-biased and non- 
value- laden way 

2.5 communicate respect for the values, ideas, suggestions, and 

priorities of the fanily 

2.6 orcanizp and enrourage parent involvement in all phases of the 
program 

2.7 address areas of disagreement with families honestly in a 
supportive and non-value- laden way 

2.8 facilitate family decision-making concerning the needs of the 
child without imposing personal biases or supplanting family 
authority 

2.9 translate and interpret technical information (e.g., test 
results) to families in understandable language 

3.0 Assess issues/needs within families 

3.1 discern whether a problem requires intervention or not 

3.2 help families identify their needs and strengths 

3.3 help families identify and acknowledge their concerns about their 
own needs, their child with special needs and/or other children 

3.4 engage parents in evaluating their child's progress and skill 
acquisition 

3.5 help families evaluate their progress, set new goals, and devise 
strategies and criteria for evaluating future progress 
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6*0 Meet family needs 

4.1 help families integrate the child^s specialized routines into 
normal family activities 

4.2 create stimulating programs that draw on the child's strengths 
and that are consistent with the family's lifestyle 

4-3 encourage the family to rely appropriately on informal as well as 
formal support systems 

4.4 facilitate effective group support for parents' and siblings' 
education 

4.5 plan intervention strategies congruent with the parents' style of 
learning 

4.6 enhance parental competence, confidence, and self-esteem 

4.7 decrease or increase intervention time when appropriate 

4.8 support the family's increasing independence 

4.9 successfully terminate relationships with families when 
appropriate 

5.0 Encourage the child's development within the context of fanily 
routines and activities 

5.1 explain the effects of various handicapping conditions on 
development 

5.2 explain to parents the nature of child development and sequences 
of skill acquisition 

5.3 discuss with parents the various medical, educational, and 
therapeutic techniques for special needs children 

5.4 involve families An developing goals for the child and strategies 
to meet them 

5.5 help families increase behaviors that positively affect the 
child's development and decrease behaviors that negatively affect 
it 

6.0 Help families use support systems 

6.1 help families identify and use state, federal, and community 
resources available to them 

6.2 act as an advocate for families and help them acquire advocacy 
skills 
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7.0 Theory and research 

7.1 major theories of family development and functioning 

7.2 relevant research on the family's role in the development of the 
very young child 

7.3 major theories of the family's role in the development of the 
child with special needs 

7.4 relevant research on the family's role in the development of the 
child with special needs 

In conclusion, P.L. 99-457 creates an enormous opportunity for states to 

develop comprehensive polices which will affect the health, well-being, and 

social and educational competence of young children and their families. The 

nucleus of such a dynamic and integrated system will be comprised of a precise 

and thoughtful appraisal of the needs of children and their families, and 

furthermore, will test the upper limits of our ability to create responsive, 

meaningful, and cost effective services which coincide with these needs. To 

the extent that states are committed to developing prospective plans which 

capitalize upon this opportunity for both intervention and prevention, careful 

attention to the developmental process described herein will hopefully provide 

a context ana perspective for generating viaoie ana creative solutions. 
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Appendix A. 

A Guide to Measures of Social Support and Family Behaviors* 



*Froin Dunst, C.J. and Trivette, CM. (1985). A Guide to Measuies of Social 
Support and Family Behaviors. Chapel Hill: Technical Assistance Development 
System, Monograph Number 1. 
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Appendix B. 
Reliability/Validity of Measures 



of Social Support and Family Behaviors ''' 



*Froia Dunst, C.J. and Trivette, CM. (1985). A Guide to Measures of Social 
Support and Family Behaviors. Chapel Hill: Technical Assistance Development 
System, Monograph Niimber 1. 
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Tabic 2 

Reliability and Validity of the Scales 
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Appendix C. 
Faraily Needs, Resources, Strengths Scales 



Family Resource Scale 

Resource Scale for Teenage Mothers 
Family Needs Scale 
A burvey of Fardiy Needs 



ERIC 
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faaily I twourtt fieilt 
Hop £. Utt I Cirl J. fiifflft 



Sitff 



Ihii Kilt If MfnMl to matn MNttiffr or ml yen ml yeiar faily Nwt wteqoatt movtot (liae, om^, 
•w^, wd «o on) to Mtt tl» me&i of tin fnily « i «<Mlt at wll m tht mte of individ«il fwily 
For ttch itia, plont ci»tlt tt» rotponst thot test tfoientet Inh mil tht nodi art wt on • contiitwH bnai 
in foar f«uly (that ii, MR^in and MntfMNit)t 



To idnt trtml w the follooifq 
rsiewTtt adtqutt tar your fciiiyt 



Does Not at Mwit 
Not mi Seldflo BoKtion Uiually fllmys 

Apply Miquatt -<Wtquttf Miquatt Miquatt Atequato 



1. 

a. 

3. 
4. 
S. 
&. 
7. 
8. 
9. 
10. 

11. 

IB. 

a 
i«. 

15. 
16. 
17. 

la. 

19. 

20. 
21. 

28. 

£2. 
24. 
2S. 
26. 
87. 
2ft. 
29. 
30. 
31. 



Food fcr 2 mli aday NA 

HottW or apArtvnt Nft 

Nonoy to l»y ntcnsitiK. " NA 

Enough clottiM for yoyr faaily M) 

N»at tar* your Immm ^tvtoent 

Indoor pluat)in|/Mter NA 

Itorejr lo pay Knthly billi NR 

Sood jvb for yourwlf or tpouw/pcrtner. NR 

IMicil cart for your faaily Nh 

Putlic aksifttim (SSI, AFX, Hedicaid, 

ttc.) NA 

fiependablt trinsportition (own car or 

;rovidfd iff otbtrt> NA 

Tiae to get enous^ sleep/rest KA 

Furniture for your how » apartKnt ... NA 

lim to Ins by yourMif NP 

Tioe for faaily to l» togvthe** NR 

7iae to te Mlth yoar ctiild(ren} NA 

Tioe to t» Mitt) spouse or partwr 

Tiop to ba vith closa frindCs) t» 

Telephont or access to a phOTe... ....... NR 

Babytittif^ fcr yout* c^lld(reA).... W 

Child care/day cart for your 

child (ran) NR 

Nmry to buy ipecial tquipoant/ 

lupplim fcH^ Chi Id (ran) NA 

fenta! cart f(^ y<MH" faaily NR 

Sowow to talk te NA 

TiM to tocialiit Nh 

Tiw to kttp in ahajw and look nict NR 

Toys for piir child (ran).... , NA 

Homy to buy things for yMrself NA 

Nonty for fanily tntertatnatnt NA 

N(»wy to savf NA 

Tiae and wemy for travtl /vacation NR 
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Soarcis C J. Dunst, L N. Tri«ttta, ar.d A. 6. Dtal (19fi7). Enablina Eaacwerina Faatlm; Pnnciplys 
Suidf lings for Practict. Ctfbridgc, NA; Brooklint Books. Nay be rtproductd. 
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RnooT* Seilf for Twm^ Molhrfi 
Carl J. Dunst, Hope E. Lett, Stem 0. Vim, I Carolyn S. Cooper 



Dite 



lliii fcile it tfsfiigned to we i^tether or not yoa haw uteqaite rcsmirses laoney, tim, energy, etc.) to Mwt yvtr mn 
iMte Mri tlw raedi of yo«r ctiiltflren). For each itea plene eirele the Barter that best dtscribet how mil ttw racds 
M« wf (M » flaw-tfirihqr basts. 



To Nhit mttnt are liw foUomi^ resources 
wisqMte for your faiily and/or yowr child(ren)t 



Does ftot at MwnX 
Mot Ml Selcka BoMtiees Usually Mwys 
l^ly Adequate Actuate Meqtiate Adequate Adequate 



1. 
2. 
3. 
4. 
S. 
6. 
7. 
fi. 
9. 

10. 
11. 

12. 

13. 
14. 
1&. 
16. 

i:. 

IB. 
IS. 
20. 
21. 

23. 

2^ 

2B. 
27. 
2fi. 
2S* 
30. 
31. 



Food for £ wr&H a day 

House «r apartKnt ^ 

Honey to Iwy necessities. Nfl 

Emn^ clottes fw )»tt and ywr chi Id <ren) 

Heat for your house or apartient Nf 

Indoor plt^tf^/Mter W» 

Honey te pay Bonthly bills ^ 

Medical care for you and your diild(ren) 

Xtm Mm and rcsowres (transportation, child.... 

care, etc.) necessa-y te coeplete schorJ Nfi 

Public assistance CSSI, ffDC, Medicaid, etc.) ... ^ 
Dependable transportation imn car or 

provided by others) Nft 

The tiee and resources (transportation, child.... 

care, etc.) necessary to hold do<<n a job.. Nfl 

Ti«B to fft enwiBh sleep/rest Nfl 

Furniture for your ho«e or aparteent 

Tiw to be by yourself ^ 

Tiee to be with your child{rBn). W 

Tis- tc be Kit*! ipcuse o- boy*»'ie'»d W> 

Telep^.one or access to a phone Nfl 

ttaowledge of birth control eethocSs Kh 

Babysitting for yow child{ren) Mfl 

A safe envirtneent to live in..,, 

Dermal care for you and y«ir child(ren) W 

SoMone to talk to ^ 

Ties to be with friers 

KnoMlidge of Nm to take care of your childiren) 

Tiae to keep in shape and look nice ^ 

Toys for your child(ren) W 

H(wy to buy things for yourself Nfl 

Honey for faaily entertainwnt *^ 

Money to save 

TiK and aoney for travel /^cation 




Sourcti C J. Sunit, C H. Trivette, and A. 6. Deal (1987). Enabhna |nd Eapowerinfl fawiMes; Principle^ ssl 
guidelines for Practice. Cwbridje, Mfls Brookline fooks. Hay be reproduced. 
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Carl J, Ooisti Carolyn J. Coopir, Jinrt C l^idrvytr, Mathy B. &iy«ter, I Joyw NL Chue 
Nne Ditt 



nai tcilt uAa yea to Indictte if you Iww i rawd for 119 typt of Ksip or Mtiitanct in 41 eUftrmk vw. Plotse circlt 
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Child's Blnhdite 



•poBdMt'* rcUtloathlp to child 



I 

tlscH 9r» 6oae of the needs expressed by psreocs of spselsl children. Ve sre interested 

tiihst yoa nould like help vith. Plesse resd each ststeaent. If it is definitely not s need 
r you nt this cine, circle nuaber I. If you are net sure shout whether you would like help in 
is ores, circle nuaber 2. If it is definitely s need for you end you would like help et this 
tine, pleise circle nuaber 3. 



A Survey of Fsaily Meeds 



r 
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t 
I 
I 
I 
I 
I 
I 
I 
I 
I 



X definitely 
do not need 
help with 
this 



Not 

Sure 



NEED 



X definitely 
need help 
with 
this 



Weeds for Information 

!• Z need aore infocaatlon about ay child's 
condition or disability 

2. I need sore infomaclon about how to 
handle ay child's behavior 

3. X need aore infomatlon about how to 
teach ay child 

4. I need ^ore aore inforaation on how to 
play with or talk to ay child 

5* I need aore information on the services 
that are presently av<?llable for ay child 

6« X need aore inforaation about the 

services that ay child aight receive in 
the future 

7* X need aore inforaetlon about how 
children grow and develop 

Weeds for Support 

1. X need to have soaeooe in ay faally that 
X can talk to aore about probleas 

2. X need to have aore friends thst X can 
talk to 
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I 
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1 
1 
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2 
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3 
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3 
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/aally Heads 



(2) 



X defloltcly X def Initsly 

do not a«ttd Deed help 

help uith Hoc with 

CbU Sure this 

KCED 



X n««d CO have acre opporcunltiee to aeet I 2 3 

muA (elk vlth other pertote of 
heodteepped children 

X seed to have sore tine Juat to talk 1 2 3 

vlth ay child* a teacher or therapist 

X would like to aeet aora regularly with 1 2 3 

a couQselor (psychologist, social worker, 
psyehUtriat) to talk ahout problaaa 

X need to talk aore to a alnlster who 1 2 3 

could l^lp as deal with probleas 

X need reading aaterial about other 1 2 3 

parents who have a child tlallar to aine 

8* X need to have aore tiae for ay self 1 2 3 

MLcplalnlng to Others 



I 
I 
I 



yoaai 

X. 

I 
I 



X need aore help la how to explain ay 12 3 

child** condition to his/her slblloga 

I need aore help in explaining ay child's 1 2 3 

condition to either ay parenta or ay 
•pouse*s paranta 

Hy t^use needs help In understanding and I 2 3 

accepting this child's condition 

X need help in knowiI^( how to respond when 1 2 3 

friends, neighbors, or strsngers ask 
questions about ay child* s condition 

X need help in explelnlng ay child's 1 2 3 

condition to other children 

unity Services 



X need help locating a doctor who 1 2 3 

understands «e and ay child's needs 

X need help locating a dentist who will I 2 3 

•en ay child 



aally Needs (3) 



I 
I 
I 

I 

I 
I 
I 
I 
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i 
I 
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X defialtely X definitely 

do not need need help 

help vlch Not with 

this Sure this 



3* Z uvlr locating babysitters or 12 3 

respite care providers who are willing and 
able to care for my child 

4* I need help locating a day care center or 1 2 3 

preschool for ny child 

IS. I need help In getting appropriate care 1 2 3 

for By child in our church or synagogue 
nursery during church services 

Financial Needs 

!• I need aore help In paying for expenses 1 2 3 

such as food, housing, medical care, 
clothing, or transportation 

2« X need aore help in getting special 1 2 3 

equipaent for ny child's needs 

3* I need aore help in paying for therapy, 1 2 3 

day care, or other services ay child needs 

A. 2 or ny spouse need aore counseling cr 12 3 

help in getting a job 

5* X need aore help paying for babysitting or 1 2 3 

respite care 

6« I need aore help paying for toys that ay 12 3 

child needs 

Faally Functioning 

!• (hir faally needs help in discussing 1 2 3 

probleas am! reaching solutions 

2« Our faally needs help In learning how to 12 3 

support each other during difficult tines 

3* Our faally needs help In deciding who will 1 2 3 

do household chores, child care, and other 
faally tasks 

4* Our faally naeda help In deciding on and 1 2 3 

doing recreational activities 
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Social Support Scales 



Carolina Parent Support Scale 

Family Support Scalr 
Inventory of Social Support 
Personal Netvork Matrix 
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fwiljr Support Gcalt 
Ctrl J, Pu»t, Vicki JftAim, I Carol N. Trivettt 



Ditff 



j Not litlpfcl l»» we** ef tht ffoHoiisng teen 
I to yes in twm of rwiins y«r chiW«r»n>i 



Not Not it •!! SowtioM BfrtrrtUy 'tery 
Aviilibli Helpful Hplpful HBlpful Hel " 



J. Nypirrrtfc 

2. Hy tptMiM or parttwr'i partnt*. 

3. N| rolatives/kin 

4. pJy ipouw or paHner's rplitives/kxru 

5. Spcust or pa'-tner 

fc, N, frje-tds 

7. Ky Spouse or pa-tner'i friends 

6. OMT. child'tpr. 

9. Other pa'^ts 

10. Cc^liers • 

n. Pa-ent j^oups • 

12. Socia! |-pups/club5 • 

n. Chu"^ K^i^-^'iimste- 

14. N, f»i»;ly or rtUd's p^ysicia- 

1^ Ea'-ly cniitfiieoc inte^mtior p-p;'S« 

It. Scnool '03) ca-f wte- ■ • " 

17. PrefessiCfJil heJpe-^ livcul K^kers, 

ther«pi6t», tM::he^, etc.) • 
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INVENTORY OF SOCIAL SUPPORT 



Corol M. Trivette 



NAME. 



Cart J. Dunst 
- DATE 



r 



DIRECTIONS 



■ma queationnoire oaks about peopie and groupa thot may provioe you help ond oaaiatonr*. 
Tht oeole b dividad into two ports. Pleeae read the hatructions thot go with eoch port 
before cempteting eoch aegtion of the qucatlonnotrc. j 



Uated below ore different -ndiviousis ond groups thot people often hove contoct with 
foee*to-foee. in o group, or by telephone. For «och source fiated. pteoae Indicote how 
often you liove been in contact nith each person or group dunng the post Tnor.th . p.case 
indicote ony person or group tkUh whom you have hod eontact not included on the list. 



flow frequently hove you hod 
contoct ^ith eoch of the following 
«juring the pg»* mort^^- 



Not At 

a:: 



Once or 
7fc**ce 



Up To 
10 Times 



Almost 
Up To fvery- 

20 Times Doy 



1. 5pouae cr Portner 

2. Children 

3. My Po ents 

-4. SpDuss C" Po*inE''s Pce-its 

5. My Sistc/firolher 

6. Wy Spouse or Portner's Sistcr/firother 

7. ^^her Relct^es 

B. friends 

9. Meighbors 

tit. Church fc^enibcrs/M.nis'.er 

11. Co-',Vor; e's 

12. Bcbysitler. Doycore or School 

13. Prlvotc Thercpisl for Chid 

14. Cr»»ld/Fomi!y Doctors 

15. Cc-Jy ChiidhDDd Jriterver.ti&n Pro^'-c'T. . . 

1£. Health Oepc-tnr.ent 

17. Socio' Se'vice Deps'lrricnt 

IB. Other Agencies 

19. ' 

20. — 
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LUtM Mln .re » atlfernt typu or .m (uutwce trwtpiaplt *M>tin* min wid iS «if»w«r 



pflrima or grsufts 
lltt«0 to thf right 

•MlttMC* vltti aaeii a* 
^ foS laving: 


Nysfll 


r Spauat 


Chiltfran 


Parenta 


Partntr*a 
Pirtnta 


Slattr/ 

ftrothtr 


^ ^»ouat or 

Partner 'a 
Slater/ 
Bnith^ 


Other 
Relatlvea 


w to talk Kith? 




1 














2. Nho helps takff c»rc of 

fvur cnj^io/ 


















3, Wno etc you talk tn n^cn 
tou have quastipns about 
raising your child? 


t 
















4. wno Joans you R:5ney 
• itfien you ncea it? 


















S. Nho tnrourases or keeps 
you gnins wnen thinss 
8ft hard? 






t 












6, accepts >iiw- ch;12 
rtss^dless of hsu (sine 
bar.sves or acts? 






1 

i 













hCid chsres? 



b, Mfht dz |ou do tNings wun 
tc have fun. JwSt rels^. 
c** Jc«ce a-cunc? 



9. 1^0 tsi^es the tJire to dD 
things mth your cnud? 



10. ^nc takes ycu ana >cur 
need trgnsporialiDn? 



il. hno hassels with 

ascncles ana Jnfiuid^als 
||^cn you fecJ you can't 
get knfet you need o^ M&nt? 



12; wnc helps you Itam 
stcut aer^ices for jrour 
Child and f airily? 
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ISTIOliS 


9t^]f ma v-Oiips Hho ■oaetiBes wt asked for Help antf Msiatanct. For each af ttta t2 typea of iialp tnd 
. 2ndlcatt i#iB provitfas ypu halp by checiilnB tha appneprlate Pax far tha piraan ar graup yey aak for Ml$ 


w a wwB»aaw 


*>*«yiiafiii ■ 


Ntnuur 




or Sctmol 


Private 

far 
Oisia 


Child/ 
Faally 
Ooctera 


Xftttrv«ntim 


Health 
Otpart . 


SocUl 


Other 
Afanctai 














































• 




















— 










1 






\ 




























































! 

i 

1 


1 
1 




1 








1 








i 


i 




1 

1 

1 










1 






_ i 




1 




i 
















1 

1 


























J 





























PERSONAL NETWORK MATRIX 



Caroi M. Trivette 



Cori J. Dunst 



NAM£ 



DATE. 



OIRCCTIONS 



This questionnoire osks obout p«ople ond groups that moy provide you h«lp ond assistance. 
Tht acole b divided Into three parts. Pieose reod the instructions that go witheoch port 
tz'z TZ zz>Tr,;**cV*nq eoch section of the questionnoire. 



Listed below ore different Individuals ond groups thot people often hove contact with foce 
lo foce, in 0 group or b> telephone. Pieose indicote for eoch source listed how often 
you have been in contoct with each person or group during the post month. Pieose Include 
ony othc person or group with whom you hove hod contoct not included on our list. 



Ho« frequently hove you hod 
j contoct with eoch of the foiiowing 
' during the post month: 



Not At 

All 



Once or 

Twice 



Up To 
10 Times 



Almost 
Up To Every 
20 Times Doy 



1. Spouse of Portner. 1 

2. My Children..... 1 

3. My Porents • 1 

4. Spouse or Portner's Parents 1 

5. Sister/Brother } 

6. Spouse or Partner's Sister/ Brother i 

7. Other Relatives 1 

8. Friends 1 

9. Neighbors 1 

10. Church Members 1 

11. Minister, Priest, or RobbI 1 

12. Co-Workers 1 

13. Boby Sitter 1 

14. Doy Core or School 1 

15. Privote Theropist for Child 1 

16. Chlld/FomHy Doctors 1 

17. Eoriy Childhood Intervention Progrom 1 

18. Hospitol/Special Clinics 1 

19. Health Deportment 1 

20. Social Service Deportment 1 

21. Other Agencies 1 

22. — 1 

23. — 1 



2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 
2 



3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
3 



5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 
5 
5 
5 

5 

5 



Source: C. J. Ourwt. C. II. THvattc, end A. & Dm! (1987). Enohnnc end Emftowrfno FomitiOT: Prinebl«» end 
CuWeftw f or PrecMce. Cambridge. KM: Breekllne Be^. Msy te rwprvdueed. 
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M« dl ilw KOift mSm you to Cm 0ilfi«t: (I) bf MtmQ tip tei 10 iMeds «r odM^ iMi m of emcmm to you. IN IKm H^fif^ pn^^t^ btmm» MMy mqdm our Hmo o^ mm^. 
f%«iwte ^ic^Kte mm IMin? o P«y^ ^ 1^ fii^rttan^ oOmi^ ^ ^ar ch^^ron, 9^ o« M^otion, tooc^ilfiQ yM chN tiow to oiitf oo on, (a) Afftor you iwM Mod to 10 

foojoctau piom NScolo aMch pmwm or ortiwfHi yon couM 90 to ^ yoy ftml In^ with i»iy o^ Hio pro|ofdr», MkMn who woi^ f»roif^yoii ^ ^lodi^ M oy y o yrtoto two for Om pormi or 
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Whenever a person needs help or ossistonce , he or she generally can 
depend upon certain persons or groups more than others. Listed below ore 
different Individuals, groups, ond agencies that you might osk for help or 
ossistonce. For each source listed, pleose Indicate to what extent you could 
depend upon ecch person or group If you needed any type of help. 



To what extent con you depend 
uDon any of the following for 
help or ossistonce when you 
need it: 




/ 



1. 
2. 
3. 
4. 

5. 

6. 

7. 

8. 

9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19, 
20. 

21. 
22. 
23. 



Spouse or Partner 

My Children 

My Parents 

Spouse or Partner's Porents 

My Sister/Brother 

My Spouse or Partner's Sister/ Brother 

Other Relatives 

Friends 

Neighbors 

Church Members 

Minister, Priest. Rabbi 

Co-Workers 

Boby Sitter. 

Doy Core or School 

Private Theropist for Child 

Child/Family Doctors 

Eoriy Childhood Intervention Progrom... 

HospHol/Speciol Clinics 

Health Deportments 

Social Service Department 

Other Agencies 



2 
2 
2 
2 

2 
2 
2 
2 

2 

2 
2 
2 

2 

2 

2 
2 
2 

2 
2 
2 
2 
2 
2 





4 


5 


Mi 


4 


5 


3 


4 


5 


3 


4 


5 




4 


5 






c 


3 


4 


d 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


♦ 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 


3 


4 


5 



^ Sam: C. J. DurwI. C. II. Trfirttte, ond A. C DmI (1M7). Dtebllnq qnd E wpcwfrino Fomtlk.; Prine»tw ami 
end Cuidafinu lor Preetict. Combrfdf*. Brooklin* Book*. Wiv bi'<»prodiic»d. ^_ 
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Appendix £. 
S ignificant Life Stressor Scales 

Family Inventory of Life Events and Changes 

Lixe Experience Survey 



111 



FILE 



Hammon I. McCubblB. Joan M. Patteraon a Lance R. Wllaon 



I. Intra-Famlly Strains 

~r. Increase of husband/ father's time ai^ray from family. 

2. Increase of wife/mother's time av#ay from family. 

3. A member appears to have enotional jroblans. 

4. A member appears to depend on alcohol or dnjgs. 

5. Increase in conflict between husband and wife. 

6. Increase in arguments between parent(s) and childCren). 

7. Increase in conflict among children in the ftoily- 
5. Increased difficulty in managing teenage child(ren). 

9. Increased difficulty in mariaging ^hool age child(ren) (6-12 yrs.). 

10. Increased difficulty in managing preschool age chlld(ren) (2 1/2-6 yrs.). 

11. Increased difficulty in managing toddler(s) U~2 1/2 yrs.). 

12. Increased difficulty in Managing infant(s) (0-1 yrs.). 

13. Increase in the amount of "outside activities" ^ich the child(ren) 
are involved in. 

14. Increased dis^reement about a nser.ber's friends or activities. 

15. Increase in t.ie number of problems or issues vihich don't get resolved. 

16. Increase in the number of tasks or chores which don't get done. 

17. Increased conflict -rfith in-lavv-s or relatives. 

II. >''iarltal Status 

IdT Spouse/ parent va^ separated or divorced. 
19. Spouse/ parent has an "affair." 

2:. Increased diffic-^ty in resclvi:.:; issaes vrlth a "foner" or 
separated spouse. 

21. Increased difficulty with sexual relationsnip between husband and wife. 

Pregnancy an3 Cnildbearing Strains 

2Z. ?3z:ily i:e:zbrr exjeriencing niencp-2.--ise . 

23. Spouse had unwant«?d or difficult pregnancy. 

24. An unmarried menber becmae pr^nant. 

25. A member had an abortion. 

26. A member gave birth to or adopted a child. 

IV. Finance and Business Strains 

TT. TcK>k out a loan or refinanced a loan to cover increased expenses. 
2B. Went on welfsire. 

29. Cnange in conditions (economic, political, weather) v*iich hurts family 

Investments and/or income. 
yd. Change in Agri cult-ore Market, Stock Xarket, or land Values which hurts 

family investments and/or income. 

31. A meniber started a new business. 

32. Purchased or built a home. 

33. A m«Dber purchased a car or other major item. 

34. Increasing financial debts due to over-use of credit cards. 

35. Increased strain on family "money" for medical/dental expenses. 



♦Item #22 was added to PILE for the AAL Study. 
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FamHy Social Sckmce 
Uniwrtity of Minnotota 
297 McNeai Haii 



St. Paul. Minnttota SSli 



2 — 



% Increased strain on family "money" for food, clothing, energy^, home care. 

37. Increased strain on family "money" ft>r child(ren)'8 education. 

38. . Delgy in receiving child support or alimoi^ payments. 

V. Work-F^ily Transitions and Strains 

A member changed to a new ;Job/ career. 

40. A member lost or quit a job. 

41. A member retired from work, 

42. A member started or returned to work. 

43. A member stopped working for extended period (e.g., laid off, leave 
of absence, strike). 

44. Decrease in satisfaction with job/career. 

45. A member had increased difficulty with people at work. 

46. A member was promoted at work or given more responsibilities. 

47. Ramily moved to a new home/apartanent. 

48. A child/ad descent member changed to a new school. 

VI. Illness and Rmily "Care" Strains 

Parent/ spouse became seriously ill or injured. 

50. Child became seriously ill or injured. 

51. Close relative or friend of the family became seriously ill, 

52. A member became physically disabled or chronically ill. 

53. Increased difficulty* in managing a chronically ill or disabled menber. 

54. Kember or close relative was committed to an institution or nursing home. 

55. Increased responsibility to provide direct care or financial help to 
husband's and/or wife's parent(s). 

56. Experienced difficulty in arranging for satisfactory child care. 

VII, losses 

Wr* A parent/spouse died. 

58. A child member died. 

59. Death of husband's or wife's parent or close relative. 

60. Close friend of the family died. 

61. Married son or daughter was separated or divorced. 

62. A member "broke up" a relationsnip with a close friend. 

VI I . Transitions "In and Out" 
Vyi A member ..as married . 
64. Young adult member left h«ae. 

55. A young adult member began college (or post high school training) 

66. A menber moved back home or a new person moved into the household. 

67. A parent/spouse started school (or training prc^ram) after being away 
from school for a long time. 

IX. Family Legal Violations 

A member went to jail or juvenile detention. 

69. A member was picked up by police or arrested. 

70. Physical or sexual abuse or violence in the hcsne. 

71. A member ran away frcm home. 

72. A member dropped out of school or was suspended from school. 
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Your name 



Subject No. 



Address 



Date 

Phone No. 

Date of your birth 



UNIVERSITY OF WASHINGTON 
School of Nursing 
INFANT & FAMILY FOCUS 



LIFE EXPERIENCES SURVEY 

The following is a list of common events in the lives of most peopl-e that require 
some adjustments in their lives. Please think back over the last year and decide 
whether each of these happened to you . If it did, please place a check mark by 
that item. 



For each Item that you check, we'd like to know whether the event was a positive 
one for you or a negative one. If it had no impact on you, circle the 0. If it 
was a negative impact, circle one of the negative numbers: ^ for extremely 
negative, nioderately negative, and ^ for somewhat negative. If it had 

a positive impact, circle one of the positive numbers: +3 for extremely positive, 
+2 for moderately positive, and +1^ for slightly positive. 



Section I. Personal events 

























W 


J 






a; 


> 




> 


IC > 


E 






















rz 


a; 








cn 




cn 


E cy> 


X 


o 


O 




O Q} 




c 


B 







>1 

> ♦J > Oi > 

C-i-«/i "D m 4^ m 

OB O OO KO 



a. 


Major change in sleeping habits 
(much more or much less sleep) 


-3 


-2 


1 0 


+1 


+2 


+3 


b. 


Major change in eating habits 

(much more or much less food intake) 


-3 


-2 


) 0 


+1 


+2 


+3 


c. 


Pregnancy 


-3 


-2 


1 0 


+1 


+2 


+3 


d. 


Abortion 


-3 


• 


1 0 


+1 


+2 


+3 


e. 


Major personal illness or Injury 


-3 


-2 -1 


1 0 


+1 


+2 


+3 


f. 


Outstanding personal achievement 


-3 


-2 -1 


0 


+1 


+2 


+3 
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Subject No. 
Date 



S4-> £ ♦J J-M U J=*^ ^-M 

^ car* T> D> icn o. 5j in t; jq 

KQj oai oa> oE r-o oo ko 

QIC EC %n c Ci- inQ.EO-CUQ. 



Section 


II. Changes in the makeup of your housenwl 
















Change in residence 


-3 


-2 


-1 


C 


+1 


+2 


+3 


b. 


Major change in living conditions 
(new home, remodeling, etc.) 


-3 


•2 


-1 


0 


+1 


+2 


■^3 


^^^^^ C. 


Detention in jail or other institution 


-3 


-2 


-1 


0 


+1 


+2 


+3 


d. 


Partner in jail or other institution 


-3 


-2 


-1 


0 


+1 


+2 


+3 


Section 


III. Financial Changes 
















a. 


Major change in financial status 

(a lot better off or a lot ^^orse off) 


-3 


-2 


-1 


0 


+1 


+2 


+3 


b. 


Foreclosure on mortgage or loan 


-3 


-2 


-1 


0 


+1 


+2 


+3 


c. 


Borrowing more than $10,000 (buying 


-3 


-2 


-1 


0 


+1 


+2 


+3 


d. 


Borrowing less than $10,000 (buying 
a car, TV, school loan) 


-3 


-2 


-1 


0 


+1 


+2 


+3 


Section 


IV. Changes in Work 
















a. 


New job 


-3 


-2 


-1 


0 


+1 


+2 


+3 


b. 


Changed work situation (different 
responsibilities, working conditions, 
hours, etc. ) 


-3 


-2 


-1 


0 


+1 


+2 


+3 


c. 


Trouble with employer ^ 


-3 


-2 


-1 


0 


+1 


+2 


+3 


d. 


Being fired from job 


-3 


-2 


-1 


0 


+1 


+2 


+3 


e. 


Retirement from work 


-3 


-2 


-1 


0 


+1 


+2 


+3 
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Subject No. 
Date ____ 







^0, 
01 > 


moderately 
negative 


4^ 0» 
fO > 


4^ 




>> 

r— 

01 01 


^0, 

s 








-r- 


U 

«o 


cn*r- 


W 4^ 

Qi 

o o 


Si 4«» 






4^ cn 
K o> 
o> c 


& <D 




n— 4/1 


K O 






O 01 
1/) c 


O E 
C 






0; cx 


Section V. Chances in your partner and your 
















relationship 
















a. 


Engagement 


•3 


-2 




0 


+1 


-1^2 


+3 


b. 


Marriage 


-3 


-2 




0 


+1 


+2 


+3 


c. 


Sexual difficulties 




-2 




n 
U 


+ 1 


+c 


+J 


d. 


Major change in number of arguments 
(many more or many fewer) 


-3 


-2 




u 


+ 1 


+ ^1 


J. "3 


e. 


Breaking up with boyfriend 


-3 


-2 




0 


+ 1 




+ 3 


f. 


Separation from spouse (due to work, 
travel, etc.) 


-3 


-2 




0 


+ 1 


+2 


+3 


9- 


Separation from spouse (due to 
conflict) 


-3 


-c 




0 


+ 1 


+2 


+3 


h. 


Reconciliation with boyfriend 


-3 






0 


+ 1 


+2 


+3 


1. 


Reconciliation with husband 


-3 


0 
-c 




0 


+ 1 


+2 


+3 


j. 


Change in husband/partner's work 
(new job, new hours, etc.) 


-3 




-1 


0 


+ 1 


+2 


+3 


k. 


Divorce 


-3 


-2 


-1 


0 


+ 1 


+2 


+3 


1. 


Death of husband 


-3 


-2 




0 


+ 1 


+2 


+3 


Section VI. Changes in your fafnily 
















a. 


Major change in closeness of family 


-3 


-2 




0 


+ 1 


+2 


+3 


b. 


Trouble with in-laws 


f •*3 






0 


+ 1 


+2 


+3 


c. 


Gaining a new family member (through 
birth, adoption, moving in, etc.) 


-3 


-2 




0 


+ 1 


+2 


+3 


d. 


Son or daughter leaving home 
(school, marriage, ^wn apartment) 


-3 


-2 




0 


+ 1 


+2 


*3 
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Subject No. 
Date 



ScCti w.- VI. (continued ) 

e. Leaving home for the first time 

yourself 

f. Serious illness or injury of close 

family member: 

Father 

Mother 

Sister 

Brother 

Grandfather 

GranJmother 

Husband 

Other 

g. Death ?. ^a-ily ^-^e-^be'-; 

Mother 

Father 

Brother 

Sister 

Grandmotner 

Grandfather 

Other (sepcify 



0) 



X 

a; 



> > m > 
c 6 c </» c 



iM in 
X o 
a; a. 





-? -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -■> 


0 


*1 


+2 


■^l 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


•t-l 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 
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Subject No. 
Date 



5^ r-" 

g; > 4J > «o > 

4ii 01 -o cn E D> 

K 01 O <U 5 Oi 

09 C EC in c 



>i 01 01 O) 

> "M > 

«o 0^*T- Ol 

O E «^ O O O 



f- 01 

^ > 



4^ «A 
H O 

01 a. 



Section VI I > Changes In Friends and 
Social Events 



a. Serious Injury or illness of close 
friend 

b* Death of a close friend 

€• Minor law violations (like traffic 
tickets) 

d. Major change in usual type and/or 
amount of recreation 

Major change in social activities 
(kind or amount of participation) 

f. Major change in church activities 
(increased or decreased attendance) 



g. End of formal schooling 



h. Other exreriences which have had 
an impact on your life. List and 
rate: 



-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 - 1 


1 0 


+1 


+2 


+3 


-3 


-2 -1 


1 0 


+1 


+2 


+3 


-3 


-2 -1 


1 0 




+2 


+3 


-3 


-2 


0 


+1 


+2 


"►3 


-3 


-2 -1 


0 


+1 


+2 


+3 


-3 


-2 


1 0 


+1 


+2 


43 


-3 


-2 


1 0 


+1 


+2 


+3 


-3 


-2 


1 0 


+1 


+2 


+3 



ERJC 



118 



Appendix F. 

Quality of the CareRiving Environment Scales 



Home Observation for Measurement of the Environment 

Nursing Child Assessment Feeding Scale 
Nursing Child Assessment Teaching Scale 
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« imtVEASlTY OF WASHINGTON 
SCH0Ot(^NURSll^ 
NURSING CHILD ASSESSMENT TRAINtNG 

HOME OBSERVATION FOR MEASUREMENT 
OF THE ENVIRONMENT 
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O* l«CiPTAC*.E »»T TOGEt««tA TO*-* 91^0$ 



33 W»D»f Of S f ••sA*ifD CDOOO'%ATiO** '0*S PfAM • 

CCVS N*TfO«tiS^TAC«tAG OA STttaC TOvS Qi-OCAS OA Kir^Di^S 
TC S 



U PnOvtmt TOTS ^OA kttflMtuAl A«iD HUSIC 



&U&£CAa TOTA4. 



35 mOTnCP TfiiwOS TO titlP C»»^0 «r>T«^ « tftuA;. AA^GC A%D TQ lO0« 



M mo^'nE** '*A*'«is TO c«wo Do»%a wd«^ 

3" «#QTN£RC^SCta^TEiiiCO^OIS£>EvEvO«^«»*A^ aD^asZE 



3i M0*»^« »»NVf ST8 «ATy«n*G tOTS^ W»T«VAiUi v attest 



3» MOTHER STAiCToAIS CNi»0 ft ^AT Pf A^P& 



lU&SCAa TO^A. 

0«^ TIS Ai«$ArEAS> 



VI aWOATvl*»T<I$ fO'' ^AA'f^T 1% OAJL* 8TiMV«.ATtON 

«^ f *AC»f DIS SOMf C*AElA»i %c c** 



^ MOT*<fAAUDftSTOAtES*T i.|ASl TwAfE T*M|S 1AIE«.. * 



•> C«tt.O iAT$ *T iEAS"^ 0%E w*E*4 0** •»0?«^« a%C 



(M f AM ^ ytS'Tft QECE^^S ^ftfTft rilOM AC^ATitvES tA^AO« 0««CE « 



n cm>i.d ««as Tf»ftfiE o<) MOAi aooAS o' ^ o^ 



ftwMCAi,E TOTAi. 

ihO or Tf ft AAftA^Aftl 
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I 



01 l«lT»CtiO« #W»fitf^»«t 



09 AVfllOMNItl mi'r tMTSHtAi 



I 

I 
I 
I 
I 
1 
I 
I 
I 



t0»Al •dSRf 

M OIF VIS AN^KS« 



ftfM Ji 



VOU HI ••li.owiG ▼OW* C«.40 to 
«miOM^tf THtMCS I f 

Km OOtS »<t USU4HLV SUHTfe 
ftMGNIVlMMOWTO«Ofl«<T AtfOTNv 

TO Oft Niii iiinF^¥f 0 mtn iT QCi 
OOCft Kil »lOimf It fOA 



..tft 

;ct«o^ > 



0» Sttf CtlD OUtSTtO<vf »0« tf< NOME rlAUSi 



N« HIS »000 OA f% Nts Ofi 
DC SOMCTiwii *^At 
ANO Bf M|6St'» 

AvOtD*MCI UtttmiCtiOAi AND rv^tfiHWfl*'' 

AT TMiS AG€--W«««t mOf^% tHi 
Bf 5'^ m a£%f AAk O0I& h£ mind 
MM^<^tv«bUl on DO VQW MAvl to 
OCCAS»0nA*4.* S*AP h»S h*%i05 0» 
^^SCA^i* Py«iiS»^ 1^ SOME 

I^A»' 

«f vcs <>fio&c '01) NuviOER or tn^f s 



sc: 



tNAO^vVOOAVMMS •^OOfS 

m Cfctt tt AAtf 0 «»4,A¥ll¥G •I' tft «i& 

00 TOg SO«iEt<WES S't mst 
KAY iirttH «W OA OOiS HE 4miA«.iv 
OEt BtARtBOAvt^MEi.^ JM^AV 

^-wo^ 00 YOU i^uAuv mtw WMA* 

AH«>S 0> tots to SEti CT Af«D C^^ES 
ro^m C«iU> to AiAt W»Th at THfS 
AlUr-HIMt AAi SOME or tOOA 

V4frtf«»POA tots TwA? Wttt 

CMAu.E%d( Cftu-O to OtvE^OP %Ey^ 
•AIUS 

lON V 0«*OR^a'«'t?E$ »OA WAH^ftv Hi 0«*it St»Mu^*tios 



ftEM <&E«? 



ITEM 43 



HO«^ ASOUt M>0i«£ OtMS««E •«Avf 
SOMIO'niSOwvtET'' 
P»OfiEW IMimEAOr fMSOA^ 
BOOKS 

1>OES H« SOME ti^S umE ^O* tOv- tp 
HIAOTOhiM' 

»f ^ IS HO* MAfciY Times * WEE« DO 

rOfcJ ^*i^E t.ME TO 00 tha*-' 
"«»HAT 0OES 00 Wh«lE vOu A-«0 
tO^'» Hi?SBA«*0 EAT T0y« MEA,$- 
OCf £«l u5*^Ai.i* EA" lA *OvOfi 
DD£!&»<E 1*^ AT AHOTf*|» ''VE- 



«^fM St 



itEM 91 ft ?2 



hdvi '^nr *^»* f «DM *Oi-f* c»<« 

00 tOw E • cci^^AR S **EO *H*T 

C*'^ CC.A* D« 3C *OiJ 
TC it" SiOMfcCM 0'»*t«l^* EAC- 
t.V€- 

w»:jSEro» oAoc:E«*5t<^»oNci 

••0<V ABOw** H»5 Time Oi^" 0» 
»=fi^B!>0*^ a^D-C*** 5^0A| .ON^t 

iN'EA^'IHV &A* ' M '\'E«E5^Er 



I 
I 

I 

I 



I 
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fflOM lC4ICilt 



1^ 



imtvEf^nrv of washwotw 

SCHOOL OF NURSiNG 
NURSING CHILD AS^SSMENT TRAINING 



FEEDING SCALE 

»IRTH TO OHE Yf/W) 



D«tPt »W 




TO OUS 




POSITIONS Cm4D 90 THAT tvt -t04vt CPMl ACT m PW^^t 



s-,f i r AW « A^ ttAS*^ M tnCH«S OA " AOM tHf O4*i0 s 

0AM^i!^tf4i C*«kO 



'f^wiiyTj 



J^' W us ^A«Ai»2tS OA « CONTACT wTw C«aC 



if^ COM««l«TB VtAftALLV 0« CH4L0 ft MimOSA C4lfS »»MA TO 




CQWtW^ VtiMNkiV 0«il D4<i.O t AATMTiOili CutS Bt^OAf 



MItMT VAim T*« mrM^tV 0» Vf ASA*. $TU|«ut.ATiO«« OU«»»tS 

mo«%o 



AWAt^t VAAiift THi MTtl^B^Tv or 70UC»- OUAi««& YmC ftCOMfi 



^KWvVA 



tVACI ••A^'^'^'O (MC*A«C«»Ha *W*4.»NSAV^** PjS-*»^fOW 
»«A« TAA*ArW<W) %5 tU^*^3 ••tAO SnAw^a «fAff HO 0» 




»*.o*ys AACi o» »iiO'^5 oo a^heh c^j^d avc »• s 



*'A«^BAft«.fl» CDA»»A|SBI5.'»& P^^-65»DDC**ft» S-^«E$-tA. 
1^ 0»Mv& 0«^f 0»*»3A£ OAAttfA C^«l«*^t«M5 
- - ' OA*Ai»it*a»«*v« PAOwfOu*»BuCCIB«»u. 




»AlliteTD0iB<^«(^ft<^<N^CM<4.OS$uCH'^&OAC-4lArt«GBv 
SmAI OA OTv^ urtiM or rOOD A^^lS CHii.D <S I ATtf»& 

4i>AA|< 



IamI^^ OOtf 0»»f o "DC- ^"ti ..OOKS *Af** lOO*S 



I 



SlMCAU TOtA.. 

flHO or VBB A«(BWf as 



f 



to DUTAtBS i^O^ATf i«» 9D« Ar**n»«l» OCCimftiD OA 

ir«00)BYAiftft i^*^ l^*C><BOs VIS » 

;*i.»04*<o«*?»»B^Af SB ouAima tni > cio <«g docs 't-i «»aaik' 



iTOA(yiSTA<AT »BIO^rti ABBAOVSf TO THf C^;.© B 0 5^A|SS 



I 



OOAM t»« CmOt K»»T^ Hi At Sl>0%Bt TO C-*.0 B O^S^aI $5 



tfAAl fOt^Trtl 0AIW»AT>«T»C Vf A»Ai,aAT*0»^ tS Rlfi«^SC "^0 

e^u»io«niiftft 



t 



QtA^OttWgiyOUlMt TO BOTTBA OA HiOnfA P,tc« n» AESpO<«M ^0 



lHAAis MOMMO ifO(%*vtittAL irtoATB m mM^o^m to cmo B 
03$TAm 



»¥|iiT»owU)SArnmT^tvA4.Avii*aaA»'is w^aoowci'i&a'O' 

Oft MAKMO Nim A«MMt TO C'^kP B O^T^BB 



«NM«iT DOIB A«T MAMi MfiATAft Vf AAAa. Af BAOcBf A£BW«Sf TO 



•N«w» oem ««T v*At "itaA***! co^^^n to Kwfli wibitoa 

CM^mmS^9MU ^O CM%0 ft ^B^AinB 



•^TvifAft fOuCATiO^ iC«Ci.t» 

• TAB kCBB 7<4<B^1A-1VtMt*T«> 
fB-li-iMB «B40* 
HAAfTAL STATuB lC<ACkE} 

MAAAiID ^ MAAim 

wOTMBAB AOB ^T mmn Of IXhiA 



VIA 



» AAi«irfO«Si«TVluATtABOHIiO»l«ftiAO««ltO«« 
OrftTltfiB 



f^BAO*«M TO OmtO ft MmBB 



r |i^ii'rooiBACria.AAWtOAlPAI«CmO»HWAOil»TO 
O^TlliBB 



KmCAiB TOTAi 

or Vf ft Al^i^ASl 



W ftOC^Ai^MTfONAi f C»tf«»Mi 

» AAAf ItT AAVft l#OA« AtnmTlOA TO C«tiO Ol»««fc rtfO»i« THAA TO 
OT>^A ^OAlI OA TnMS t«lMVtm>«f«^«iiT 



29 IWtlSiT IB lit lA fACi A05IT»«^ >OA T»Ai« HAir 0> TMf Hit^U 



90 AAAf f^-r Succeeds iw maaiao n^f contact w<t« &*ujo omci oaA«i& 
ncoiNG 



3^ AAAE 1^ S r ACIA4 f AAAtSftHM C««AiMltft AT iftAftT TWiCB t^mm 



» AAAE Kit EHGAOCB t9$ BOCtAi rOA^B Or HnT| AACTjON CAtAVS OAltB B 
^.'f^ C« .0 *t UAST o^mCI OU«»w<i THf riBOimS 



W AaAIhT uSIB POS<TfVt ST ATH«WTB m 1t0^%^Q TO C«UO OUAi^G T«C 



^ PABEMP«#'SISCH<U><^BOMi OUA^iT^O* TMf C«'4.DBBE»*Av*0A 
PuAtNOTni rifa««^ 



» P«QCN-*«.MS C»D0%5 Srt»0SO«C»tANGfBTMf AfTCwOfttiB-^A 



36 P»«CH^ .AwO^S OA S«#»4.f BOUAlAO'^Ht rfgOfttQ 

r P* AC**"^ wStS OftMTU rO«»a 0» TOi#C«»*iC OMAi*iifi T«| riBD<^& 



M PA«f 5** .IS vf ABA.im 0» Ta;C»<f B C«**.0 l^'T«i% » ftCCO^B 0» 
U«^4.»»*GaA vOCA.*2rt»fi AT PAAEST 



3fi PA«t •<* DOES COAiPAfSB i.tP$ OA»MACE O" * AO*f^ MrMf H tiAu ««»S 

f*t cos*"Ar" c« 



AO PAACH* OC^S %0T Bi,AA Hit SHAKE OR OAAS CMttO C*<i..O S 
EKYflf «>TiES Ou«tA<l T»<f riBO»%& 



if PAAfHt 0Of B NOr MAKE illGAtJVl OA Wi«0**'».«l«»*'T^V A|MAA«S 
TO T«| C*<**,POA ••OMf V*B»TOA ABOUT T»« CWliP OA C«aP ft 
BE^AviOA 



BUSSCA^E to* A, 

<M> or TIB Af^SAf AS 



t*i COOS ''Vf OAOArrw rOSTEA »»& 

#2 PAAEKT Pf^¥lS»S C»«tO A^tfi* CmjICTB r*#ifa« A rOOOS TOtB AAlO OA 



UTEM&*t.B 



A3 PAAv^t f lMC<h;AAGf fi AWO^OA AtkOWft T«f C^'kO TO I «P».OAI Ti-i; 
BPEAS- »Opr CU*> »0«*^ 0* tt«{ PAA{»it OuA'»*C 'EE0»*i3 



M PAAEWt TAi.«B TO Tw| CH<iO M8«I0 TA^ AfQAPS AT U ASt T#«A|| TiVlte 
Pi/«i»»GT»<f fECO'^3 



AB PAAf ivt vIMavlv S^BCA'KB BC»^« ASPECT O^ ^ OA rcEO>i^w 
BlTUATipiM TO C**ikC OMAifiG rCf f^PlO 



AS PAAH*TTAl.ABTOD«*.OA»l|TTl«llOftO»»««TwAi»rO«^ EATiAG OA 
TMiMfiS AEiATfP TO ^fi rEBDniiO 



AT PAAfflt uUB BTAtf |<««TB THAT »BCft«l A»» ^S^SSJ* 
if^^»m CIMf Ok;C*»CBB O' WTwaviOA MDftE TfiAW COi*»»AWS 
TAiA^ TOtMf CMH.D 



Al ^Ar^t yiA«Avi2ES TO CH«wD Wif^m 9in MCPMPS A^TfA C^ikO 
vOCA^OtCO 



«9 AAAf IMT Vtl«AuE€B TO C»«J5 WJTMH* Pivf Sf C0<«>5 C«uP S 

WOvSiilAiT or AAwift LAOS »*Aii©B hEaP rmifH* 



IP AAHBATOOEBWtTAiAlAOTTAill 



to BCOAt ^ 



122 



SUftBCAti TOTA* 
0«O or Tf B AitSAEAS 



WO 



I 



I 



i 



otto's MO«tMt<m AM SMOTM MA C^C^TID DU^Ki THE 



I 



pM.D WMt8 COWV aC^ PMIf NT % rACi OA fVKS AT Li AST OMCf 



I 



tmiMB 0» iAMONS DutrtnC »lfO*NO 



D«iu»AwmaAa iooASooiwiOAtu^Ai^*Tou«fHcrtto»*to 



C^l ACtlVtiV l»tIT$ f ow o*»iA{e 



A* i^aJD Of ^0%r«AT«$ SAT If rACTiO%» A"^ f AD 0« »l£OiHK* tHHCHlCH 

■ OAMCOC ^ 

M 0W» WOT »A»?l WAI TwAJH TWO AA^»D S^ATi Cxftl^CS EHJAJ^^G 



r 



iMAft TO I>aA|^^ 



AT Ch^S »t»«»0*i3S TO fiAMtS »OC*A. *^Av CUES PAftE^- 



I 



Cttia>*.0O^-AtfN THl 0''-£C''ri>. THI PATHS' 
ATt|«^»- 10 fO'^-lAT t »C CHi^D aA84.i V OA HC^ Wlt^^l^ 



t 



I 



VOCALiZf S TO AW^iit Du«ma »E«D»«iO 



Cw»^ VOCAiiZtB OAS^alSW 'v-**** iS€C«^D5 0* Pa«EK' S 
V0CAi-2#*'0N 



CM«vD9Ait«.tA AT fMkA|i#T DUA'XiG'tf 0>%& 



Dt»U>|«Ai.O<«»PAAfNT OA«tAC»*f*OU' TO T0uC«PA«|NT DUA<>*G 



I 
t 

i 
I 



AiCM»0» M'M&HADi^IDOA AI«»OS "'OAii:; 8v PAftfi^. 



»»«oM AonwT wioATivt cuts ew«»«5 last HAif o^ 
9mm 



r-t 



MtflittT C4.0iCA TitAiW " Tp 9 ikCH£$ r ADM Inti^C S 'ACE 



OOSi TUAA AMAT OA AVf AT ^A^f PAAEMT 

oufiMo PiAST *«AL» <^ ^tio»i«a 



SirtSCAkl TOTA.. 

nvo or vfi AffBvvtAS} 



iStiA TOTAvi »OA |AC*< CATi&6«t 



ifM^lTiVlTV TO C^ltft 



AtSlKMt TO OtAT^SS 



iOCfAi,-|MOTfOI*Ai 0AO«rrw»WTtAiMi 



COaWTlVl OHOAfTH ro$T»^ 



CLAAiTV or Cues 



mi*0A»fVEHEBS TO ^AAtAT 



tO»At 

tlwO nS AivSMCAA) 



MOMC ViStT (hJfS''^>Of«S 

1 mOJkO VOU AAV TffiS WAS * TVPfCAt rtlDtMC^ 
A ViS A AO 

m nio.jWMvitfjT' 



t ««f ^MACO«»0**tAALltWAHl«aANVAAATOrT»<«»0A»C0ii|TD 

If ns Af*^T"> 



3 OC *0U iHlivl ^ 
A VIA r 

If ns Apfcirv 



li«S ABOUT TM( rf f DiNG Off vDOff CHtuO S 



« ^5fAvE«SC0VllE«>iTS 
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*rOt^« OTwIft 



tASM 



UNIVERSITY Of WASHINGTON 
SCHOOL OF NURSING 
NURSING CHILD ASSESSMENT TRAINING 



TEACHING SCALE 

(BiRTH TO TM«EE Vf ARS> 



CHt4.os fmr Hvift 



09 n*c«««Ki (C<»Cii» m** 
Y Lm i s « i i cm moAt 



MO 



t 

E 



tM^p 4 AttiMivt lie*, f 

e P^^'»AulMSC««(iO'«'OlRS>lO»( ^ T*ft« l^»tt«iAift»OA AT LiAST 
|» SlC<MIS«f ^ONf a»Vi%a TmC f »«ST taS» «^..ATtD *fii5T*iaCTiOH 



i; 

1 



AOfti^(Oi«S CMiiO so tMAT it If POSSt»..E ^OP T^«f v TO hAv€ 
iVi-TO»irt CONTACT iintit Otet AliOtHtA CHlfti^G ThE TCACm^G 



I PAtfSfS mntU C***^0 *A* T»»TES BEhAv OWS tKffi^f*Q T**l 

]nACi<<%6E<>»SaO£ 



S INMW^ PHAiSES CwfcO » SgCCiS&ES 0» »a«t»aj. SuCCESSf S 



I 



PAAfK* ABi»S»0« ^^ vr^f T»*A^T#««£E «»En^OPV«NCES «f«E*» C**i^O 

isft^cciss'i.. A- c;>M».f.^3 T-«E TAS* 



tC "AW" C«^%5f $ »0S ^tCw^ CN>iO A\0 D» m*'|A AkS A^Tf n 



I 

i 



»A«E<VT OOES%OT PHVftiCAii.if >0«^£ C'^'fcD "^v COW«^».€*l T»*f 
7AS« 



4 



fl«80D«»ftC M^«tSS <t»i2:**l f^NETt^A OS-«£56 0CC^A«E: 
KM 



•>^T»^ 9vMH»ATM|TiC OA SOOTxJN^ vEft»A..>2ATtO% 



DO^Oil VOCE wOu/ME to SO»Ti« niG*^^ p>tc»* iOOES ••C 



MA«iBSD0ti«4^%0** nf^B^ a£S«>0N5E C C ^O-jCh A0C» 
CAAEftft AiSS 

OlViMTS ft ATT|i^T«0** B» *^Av»f*G O^MES »^'RODaCt S « 

to» 



I 



0OfS«l»O^ WA*E «a&A*»vE COA>ME^'S Tni C** *C 



OQiftMJ'tftcAP M>tOI»ft<»Ai««^ 



Itt MEftWOtmdAft&AtnNfCOftWEfvTsrONWr VtS<TOiaA8CH^TT»4{ 



t 



•uiftCAiff totA. 



> M^tra>vPMtiiiNi»ftiiiiAxa»ihi«iM»tiattAi>«^ 

lAt i&ASt llALt TNi tJMfti 






1 ^MlVt TMi PACS'tlMACi imttKN MRtM Tp^ I^MO tME 
1CAC«««M Oltt AACTM <At LlASt HAiP T«« Ti«^t » 






D V/^^ MMMOBOMOft ATp«Uiei^l*«iO tMt Tf^>M 












-r 



S TPS u 

llrtft^lMA Ift IO* 
ilMHtAi StAtuft fCiftCiEi 

•MA'CD nO^ MAAQiEO 
MOTmft ACE lAt BiATn 0» &tivDi 



^ft 



MO 



tr ^i^««Tft«iMjS Oltt0MC»«iONH6llilTl«iftftiC0*m«MiAi&«U> 
SMtUSOA VOCAVlXftft 



PAAfSES CH44P ft SPf OATS 0« Ot« ^y*Q^ ^MOi V 
OEMtAAi) At UAftt OwCf O&^MG tM« tmsom 



to PAAINT MA^ft CONSTmK:trtrf OA f«lCOU*AO«lC StAtEMEWT IQ n« 
CkuD CH;ni«i6 THf Tt»C»»»%G iAit|RiACt*0*i 



aO AAAE*NT OOCft M>t VOCAi^Oi TO THt C»«iO At tK %mm ti« ti« 
C»<*i.0tftvOCAi.i;iMC 



at fNiAEM DOCS «W)t MAAi Oii««l. Wf OAtitft OA tf«C<^«i*E%T A«» 

S; INIf^lVT DOiS IfOT tEu. At T»« CMij.D DuAtHC t*fE ftC^lSOOE 

33 f>A«*f NT TOES NC* M*" E CB TiCAv HfGATfVE COKWlE^lTS A»m»T THE 
CMt«.0 S TASK PfRFOAMA^CE 



5USSC»vE TOT At 



IV COai^TivE DAOi^TH fO$TER«^& 



^ l>A»r%* WDv'OES AN 'WED A^E ENv;«0«»*ME«M* i*h'C« 'S f «EE ^AO** 
O'STAACTtOi^S^AOWAtaiMiAtE SOuACES .ft^S^ ^E^ft ETC < 



>5 PARES' ifDCk-SES 'OS ON Z-^ 5 A**E V'C^N T-,£ -AS- 

*»OST 0* T«t T£AC**'»»C ♦AO*. 0» THE timI? 



*nf C*<ii.O TO ATTEST T«| TAS« 0E»OAE PAAEN' .H'EA^ENES 
AGA S 



J'' PA BE**' A.*.0*S S»t)*W TA5h MA%tf»U^A'iON 0» Tt^ TAS<^ MATE A A.. S 
Ar'£»T-E 0» a*NA» **AiSfl«»A^JON 

5e PApes* DES:*»f «»f ©rf®*-** OwA^ ^'ES 0» "Afj^ A^S 

7C ^^i c**'*r 



39 l>A«f *<T USES A* Uf^'^ T»%0 0<inAE<V^ ft«**T|tiCIS OA AMUASf & ''C 
t^SCA^ ThI TAS«t TO T«| C-^ 

AQ ^AENT ySES E«i''.*'^*'^0»^ Vf AftAi fttnf ■•OAE t«A«i »M^AAT»vE 



«f AAQ|%TSO^AEC^>OMS AAf ftTATfO fPK CkEAA UMVB SUOkJS 

LAStCLMC^E E AMfl SwOuS • Tim>» A£AC« WArA**B.GU0a5 
- TuAI^TmE knob TOi^A«0A^ ! 



A2 f»Af>ENT USES eOT*« vEA&Ak OESCA^Ti^ A^D vD0£^>9»G 
ftHWatTAMC^fSA.* m tf ACTING ANV PAST 0<f TASS 

43 P*«|S* t<s*CO»/ftA:iCS AN2 0^ A..01AS TNt C«.C •C'^IA^C^v Th«- 
TASA 9E^0^ i%«A^fia«N ON The use 0> TA&a «AATf A.A«.S 



A4 PAAtS' wEO«A..V PAA'SES C«K0 Af TfO C« HAS »IA»0«M€C 
0f TT|A ^ MiOAE SwCCiM^U*.LT TMAN ThE ^as' A*T|vr' 
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